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The mucosa of the alimentary tract affords an 
even better barrier and greater resistance to the in- 
vasion of the body by micro-organisms and the de- 
velopment of infection than the external skin. It is 
obvious that any material contained in the lumen of 
the intestine is not in the body proper and can have 
no effect upon the cells of the body until absorbed 
across the mucosal barrier. Therefore, the nonabsorb- 
able intestinal antiseptic exerts no direct untoward 
systemic effect, but it can act upon the intestinal 
bacterial flora much as an antibacterial agent acts 
upon bacteria in culture mediums in a test tube. The 
host may possibly exert some effect upon the bacteria 
by excretion of either inhibitory substances or metabo- 
lites into the intestine, while the bacteria restricted to 
the lumen of the intestine may influence body metabo- 
lism by excretion of such substances as vitamin K, 
which in turn are absorbed through the mucous mem- 
brane, or by the competition of the micro-organisms 
for trace metabolites contained in food substances 
that may be essential for tissue growth. Some of these 
relationships may be indicated in this outline: 


Host 


Intestinal Antiseptic = Micro-organism 

The surroundings in the intestines are ideal for the 
continuing growth of bacteria, since the contents of 
the intestine are maintained at a constant humidity 
and temperature and the essential metabolites for 
microbial growth are maintained within tolerable or 
even optimum limits in a biologically steady state. 
Consequently, antibiotic agents must be maintained in 
unusually high concentration if bacterial growth is to 


be inhibited. 
Criteria for Suitable Antiseptic 
A suitable intestinal antiseptic should possess cer- 
tain properties and characteristics, which may be 
enumerated as follows. 1. Rapid, highly bactericidal 
activity against pathogenic organisms viable in the 


* The most important period during which intestinal 
bacterial inhibition should be maintained is the period 
of early healing, which coincides with the period of 
paralytic ileus when nothing can be taken orally. 
When an intestinal antiseptic is administered, the 
doses should not be spaced more than four hours 
apart, because the effective agent will be swept out 
of the small intestine. Unsustained suppression of bac- 
terial growth favors the outgrowth of the resistant 
organisms. Because intestinal surroundings are ideal 
for the continued growth of bacteria, antibiotic agents 
must be maintained in unusually high concentrations. 


gastroenteric tract. This property will permit elim- 
ination of pathogens from the intestine without delay 
or a prolonged period of preparation in an expensive 
hospital for an ill patient who can afford neither the 
time nor the expense. 2. Ability to prevent develop- 
ment or overgrowth of pathogenic organisms. This 
characteristic is of great importance because of the 
hazards of the outgrowth of a virulent pathogenic 
strain of organisms when the natural balance of the 
normal flora of the intestine has been upset. 3. Palata- 
bility, water solubility, and chemical stability in the 
presence of the gastroenteric digestive ferments. These 
properties will ensure even distribution and intimate 
contact with the mucosal surfaces and contents of the 
intestine. The antiseptic with these qualities can main- 
tain activity against chemical destruction by the fer- 
ments present. 4. Activity in the presence of intestinal 
contents, which permits adequate intake of food and 
fluids. This characteristic will allow optimum nutri- 
tion without the antibiotic agent being inactivated by 
chemical or physical combination with food substan- 
ces, 5. Ability to aid mechanical cleansing of the in- 
testine without dehydration or irritation to the mucosa. 
It is a cardinal requirement that the intestine be es- 
sentially empty at the time of operation, the fluid and 
electrolyte balances maintained, and the mucosa pre- 
served in a normal state to ensure healing and prevent 
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abnormal absorption. 6. No ability to retard tissue 
growth or healing. The substance should not possess 
direct toxicity to the exposed tissues of the intestine, 
especially at the time of suture, since the antibacterial 
agents must be maintained at relatively high concen- 
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Fig. 1.—Graph showing resistance developed by several strains 
of the bacterial flora after oral administration of streptomycin. 


tration. 7. Low toxicity and limited absorption from 
the intestine. It is important that these agents have 
these properties, because they must be maintained in 
relatively high concentrations in an environment as 
favorable to their growth as is the intestine, in order 
to destroy microbes. Also, it must be recognized that 
the postoperative period of paralytic ileus, when 
nothing can be taken by mouth and when earlv heal- 
ing is occurring, is the really critical period, during 
which it is essential to maintain intestinal antisepsis 
and guard against the outgrowth of virulent pathogenic 
organisms. 8. Ability to suppress overgrowth of veasts. 
While the suppression of yeast overgrowth seems of 
secondary importance, yeasts occasionally cause local 
irritation and diarrhea. There is a possibility that 
severe moniliasis may be a rare complication in the 


TaBLe 1.—Classification of Intestinal Antiseptics According to 
Fulfillment of Prescribed Desirable Characteristics 


No. of Characteristic 
Antibacterial Agent or Combination Untulfilled* 
Sulfaguanidine 7 
Succinylsulfathiazole 
Phthalylsulfathiazole 
Phthalylsulfacetamide 
Streptomycin (fig 
Chloramphenicol (fig. 2) 
Chiortetracycline (fig. 2 
Oxytetracycline (fig. : 
Tetracyeline (fig. 
Bacitracin 
Neomyein 
Neomycin plus phthalvisulfathinazole (fig. 4 
Neomyecin plus bacitracin (fig. 
Neomycin plus chlortetraecyeline (fig. 3).............. 
Neomyecin plus oxvtetracyeline (fig. 3) 
Neomyecin plus tetracyeline (fig. 


* For explanation of charuacteristies see text. 


debilitated or moribund patient. 9. Use restricted to 
that of intestinal antisepsis. If the antibiotic agent is 
used only as an intestinal antiseptic, its use will not be 
sufficiently frequent to favor the widespread develop- 
ment of a community of micro-organisms resistant to 


the particular drug (fig. 1). 
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With the properties and characteristics enumerated 
above as a yardstick to measure the efficacy of pro- 
posed individual or combination of two or more indi- 
vidual substances as intestinal antiseptics, it is possi- 
ble to make the observations shown in table 1 

An analysis of table 1 shows succinylsulfathiazole 
(Sulfasuxidine ) to be the most suitable of the sulfona- 
mides. None of the antibiotics alone is satisfactory, 
but the combinations of neomycin and phthalylsulfa- 
thiazole (Sulfathalidine ) and neomycin and bacitracin 
most nearly approach the ideal intestinal antiseptic. 
The former combination is less expensive than the lat- 
ter. Bacitracin may be used to advantage upon with- 
drawal of neomycin with phthalylsulfathiazole. If 
neomycin and bacitracin are used, the administration 
of bacitracin should be continued about three days 
longer than that of neomycin. 

Ideally, it would be desirable to have available a 
stable “bioticide,” retained strictly within the lumen of 
the intestine and possessing no toxicity for the tissue 
cells of the host. Practically, it is sufficient that an 
intestinal antiseptic merely alter the flora of the gastro- 
enteric tract to such a degree as to give the patient 
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Fig. 2.—Graph illustrating growth of resistant pathogenic strain 
of organisms in presence of an antibacterial agent that is ab- 
sorbed from the intestine and that cannot be replaced during 
the postoperative period of paralytic ileus when nothing can be 
given by mouth. 


adequate protection. On occasion an investigator may 
become more concerned with destroying bacteria in 
the intestine than with reducing morbidity and 
mortality. 

Procedure 


A word should be said regarding the frequency of 
dosage of an intestinal antiseptic. The doses should 
not be spaced more than four hours apart, because 
the effective agent will be swept out of the small 
intestine, and it must be replenished if suppression 
of bacterial growth is to be sustained. Unsustained 
suppression favors the outgrowth of the resistant 
organisms, 

Suppression is also unsustained when a combination 
of antibiotics is chosen in which one or more of the 
components is readily absorbed from the intestinal 
tract. This absorption leaves only the remaining 
members of the combination during the important 
early healing phase, before the tissues are sealed 
against invasion. This corresponds to the period of 
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postoperative paralytic ileus when oral intake is pro- 
scribed (fig. 2). Neomycin with one of the tetra- 
cyclines represents such a combination, which in the 
final analysis is little better for intestinal antisepsis than 
neomycin alone (fig. 3). The two are less satisfactory 
in that the general toxic manifestations of the tetra- 
cyclines are now introduced. The tetracycline deriva- 
tives seemingly favor the outgrowth of Micrococcus 
pyogenes even when given simultaneously with other 
antibiotics that strongly suppress these organisms. 
Cohn ' advocates placing a small plastic tube in the in- 
testine just proximal to an anastomosis and bringing 
the tube through the abdominal wall in order that a 
neomycin-tetracycline (Achromycin ) combination can 
be introduced into the intestine during the period of 
postoperative paralytic ileus to replenish the absorbed 
tetracycline. Such a procedure seems unwarranted 
when nonabsorbable antibacterial substances such as 
neomycin, bacitracin, phthalylsulfathizole will 
remain in the intestine and sustain their activity 
throughout this period when administered preoper- 
atively or at the time of operation (fig. 4). 
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Fig. 3.—Graph illustrating effect on bacterial count in the 
intestine of combination of a poorly absorbed drug (cross-hatch- 
ing) and a readily absorbed drug (diagonal lines ). 


Neomycin has been the principal component of 
practically all recent, useful combinations for intestinal 
antisepsis and is definitely the most important. Some 
combinations are little better than neomycin alone, 
and some of them are definitely inferior. It is re- 
emphasized that the most important period during 
which bacterial inhibition should be maintained is the 
period of early healing, which coincides with the 
period of paralytic ileus when nothing can be taken 
orally. This condition alone should preclude the use 
of any substance that is readily absorbed by the in- 
testine. Pettet, Judd, and Dearing’* reported eight 
instances of enterocolitis with four deaths in 71 pa- 
tients who were given the combination of neomycin 
and oxytetracycline (Terramycin) orally. 

The outgrowth of strains of M. pyogenes that elab- 
orate potent enterotoxins is one of the most serious 
complications of intestinal antisepsis. Antibacterial 
agents can permit outgrowth of the resistant strains 
of these organisms while the antibacterial substances 
are still present. Strains of the organisms can also 
grow when the intestine is essentially sterile but the 
antibacterial agent has been evacuated from the viscus 
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immediately after cessation of administration of the 
intestinal antiseptic. Confusion enters the picture 
when these two circumstances are not differentiated. 
M. pyogenes, acting as a mere “opportunist,” may be the 
first organism to take advantage of the environment 
of an intestine deprived of the protection of both the 
usual balanced flora and the antibacterial agent (fig. 
5). While this particular strain is not necessarily a 
resistant strain, it may well elaborate a potent entero- 
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Fig. 4.—Graph showing eflect on bacterial count in the intes- 
tine of combination of neomycin and phthalylsulfathiazole (Sul- 
fathalidine ), both of which are poorly absorbed. 


toxin and give rise to as severe pseudomembranous 
enterocolitis as would occur had the organism been 
resistant to the antibacterial agent. The two situations, 
however, are entirely different. The former develops 
while the antibacterial agent is being administered, 
and little or nothing can be done to prevent it. In the 
latter situation the organisms grow out only after 
withdrawal of the agent. At this time precautions can 
be taken to prevent the bacterial overgrowth. 
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Fig. 5.—Graphs showing two general conditions under which 
pseudomembranous enterocolitis can develop from abnormal 
overgrowth of Micrococcus pyogenes. A, strain of M. pyogenes 
grows out in presence of full therapeutic concentration of anti- 
bacterial agent. B, strain of M. pyogenes grows out after ad- 
ministration of antibacterial agent has been discontinued and 
drug has been cleared from intestine. 


When the neomycin-phthalylsulfathiazole combina- 
tion is used, the recommended routine is to with- 
draw the neomycin first and allow alpha streptococci 
to grow out. Alpha Streptococcus faecalis is not sup- 
pressed by phthalylsulfathiazole. As an added precau- 
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tion bacitracin may be administered to suppress the 
gram-positive streptococci and micrococci, and then 
Lactinex tablets (containing Lactobacillus acidophilus 
and L. bulgericus) are given to establish the Lacto- 
bacillus initially, to be replaced gradually as_ the 
normal flora returns ( fig. 6). 

Obviously, abnormal flora can become established 
after the administration of any antibacterial agent that 
alters the normal balanced intestinal bacterial flora 
profoundly. Its development is an ever-present hazard 
of intestinal antisepsis. | have not, however, met with 
this complication after the administration of neomycin 
with phthalvlsulfathiazole to several thousand patients. 
| have been told of a single proved instance where 
M. pyogenes grew out after colectomy and ileostomy. 
Neomycin alone was used preoperatively. This situa- 
tion should be ideal for the establishment of an “op- 
portunist” in the intestine devoid of its balanced flora 
and from which the protecting antibacterial agent has 
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whose intestinal tract is obstructed but in whom ob- 
struction is relieved by gastric suction and decompres- 
sion. The length of time required for preparation is 
highly individualized and depends primarily upon how 
soon mechanical preparation of the intestine can be ac- 
complished. If the obstruction cannot be resolved, 
these patients are categorized in the third group, to- 
gether with other patients requiring urgent abdominal 
exploration as a result of gunshot, stab, and other 
traumatic wounds of the abdomen and strangulation 
obstruction. Specific preoperative preparation of the 
intestine is containdicated, and exploration is per- 
formed as soon as warranted by the general condition 
of the patient. 

If the peritoneal cavity is contaminated, it is evac- 
uated and 200 ml. of a 0.5% solution of neomycin 
containing 500 units of bacitracin per milliliter is 
placed in the abdomen. Practically all of this solution 
will be lost or aspirated in the course of the 
operation. However, the rapid bac- 
tericidal action of the solution will 


PO BM 


Irritation or Diarrhea 
due to yeasts moy develop. 
Contro! with Vioforin or Nystatin. 


destroy most of the bacteria in the 
peritoneal cavity and simultaneously 


tunist” 


oppor 


Operation—including 


irrigate the abdominal wound. Should 
it be necessary to resect the intestine, 
to do primary anastomoses, or to re- 
pair large defects in the intestine, 
decompression is accomplished trans- 
abdominally, and the entire small 
intestine and colon are flooded with as 
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much as a liter of 1% solution of neo- 
mycin with bacitracin. The solution is 
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Fig. 6.—Chart depicting complete general procedure of intestinal antisepsis, includ- 
ing manner of withdrawal of antibacterial agents. Administration of bacitracin is started 


when neomycin-phthalylsulfathiazole combination is withdrawn. 


been rapidly evacuated. Yeasts will alwavs proliferate 
when the bacterial flora is sufficiently suppressed and 
will occasionally cause diarrhea because of local ir- 
ritation. A perianal irritation develops not infrequently. 
This reaction responds rapidly to iodochlorhydroxyquin 
(Vioform) administered orally and as 3% ointment. 
Generalized moniliasis is a rare complication and 
probably occurs only in the extremely debilitated or 
moribund individual. 
Grouping of Patients and Treatment 

Patients are divided into three groups as regards 
the clinical application of intestinal antisepsis. This 
division is summarized in table 2. In the first group, 
those patients to whom purgatives can be given, the 
third stool after administration of castor oil, as indi- 
cated, is essentially sterile and is usually passed within 
three hours. The sécond group of patients are those 
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injected transmurally into the lumen 
of the intestine. Within 30 minutes, 
viable bacteria cannot be subcul- 
tured. As the abdomen is closed, a 
0.5% solution of neomycin with baci- 
tracin is placed in the peritoneal cavity 
and the abdominal wall wound _ is 
washed with the same solution during 
closure. The majority of the patients 
in whom this method of antisepsis is 
used experience an uncomplicated and 
afebrile postoperative course. 

A word of caution should be added 
regarding the intraperitoneal instilla- 
tion of a solution of neomycin or 
neomycin-bacitracin. The practice is indeed beneficial 
in the presence of contamination and_ infection. 
Overdosage, however, will result in acute intoxication, 
which is characterized by suppression of the respira- 
tory center and which may result in respiratory arrest. 
\ly experience is limited to a single instance, in which 
a day-old infant received approximately 10 times 
the recommended dose. There was serious respiratory 
suppression from which the child recovered com- 
pletely in 12 hours without treatment. In one medical 
community in Texas it is understood that two deaths 
have occurred from excessive intraperitoneal admin- 
istration of neomycin. It has not been possible to 
ascertain even the approximate details of these com- 
plications. Should such a complication occur, either 
from overdosage or because of hypersensitivity of the 
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patient, artificial respiration should be applied, prefer- 
ably in a respirator, until recovery. Dogs recover com- 
pletely after massive intraperitoneal doses of neomycin 
sufficient to induce respiratory arrest for as long as 24 
hours, if artificial respiration is given. 

Ordinarily, parenteral administration of other anti- 
bacterial agents is not practiced. However, if there is 
extensive contamination, especially with established 
infection, other antibacterial agents should be used as 
indicated, particularly if the rectal temperature ex- 
ceeds 101 F (38.3 C) even once. 

Unusual Indications for Intestinal Antisepsis 

Any extensive intra-abdominal operation that may 
result in cloudy swelling of the liver is an indication 
for preoperative modification of the intestinal flora. 
Patients who have deep jaundice will benefit great- 
ly from adequate intestinal antisepsis prior to opera- 
tion. Correction of coarctation of the thoracic aorta 
with resultant sudden increased blood pressure below 
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Summary and Conclusions 


Intestinal antisepsis has been employed for 16 years, 
and it is now evident that alteration and attenuation 
of the bacterial flora of the intestine is of therapeutic 
value. Healing of an anastomotic suture of the colon 
closely simulates primary wound repair when ade- 
quate intestinal antisepsis is employed. The con- 
valescence of a patient after an extensive resection 
of the intestine and primary anastomosis closely 
parallels that of a clean operation such as hernior- 
rhaphy. 

The danger attendant upon spillage of intestinal 
contents into the peritoneal cavity has practically dis- 
appeared. The open type of anastomosis of the in- 
testine is the procedure of choice, because _ this 
technique allows accurate approximation and_ better 
preservation of the local blood supply. Every precau- 
tion should be taken to avoid tension and to preserve 
the blood supply to the intestine, although it has been 


TaBLe 2,—Outline of Clinical Categories and Treatment of Patients Requiring Intestinal Antisepsis 


Group 1 Group 
Partial obstruction, purgation contraindicated 


No obstruction, purgation contraindicated 
Preparation in 20 hr. 

Castor oil 60 ce., neomycin 1.0 Gin., and phthalyl- 
sulfathiazole 1.5 Gm, at 1 pom. 

Then ree 1. 0 — and phthalylsulfathi- 
azole 1.5 Gm. 2 o.m., 3 = m., 4 p.m., 8 p.m., 
12 midnight, 4 “4 m., a.m, 


Gastric suction 
Decompression 


Operation scheduled for 9 a.m. 


No additional time required for intestinal antisepsis. When mechanical preparation completed, 


the intestine is essentially sterile. 


Intestinal antisepsis throughout period of postoperative paralytic ileus without ad- 


ministration of additional dru 


If the intestine has been so ES neomyein, 1.0 Gm., and phthalylsulfathiazole, 1.5 Gin., are 
started again postoperatively and given every tour hours. as soon as peristalsis has returned. 


Intestinal antisepsis is ended in each of the three groups by administering 10,000 units of 
bacitracin every four hours for three days and two tablets containing L. acidophilus and L. 


neomycin-phthalylsulfathiazole combination is discontinued. 


Bowel movements reestablished 

When the obstruction has been relieved, neo- 
mycin 1.0 Gm. and phthalylsulfathiazole 1.5 Gm. 
given by mouth every ~ hours until mechan- 
ical preparation of the 
complished, usually a re mem ot three days 


ntestine hus been ac- 


Group 3 
Complete obstruction, preoperative preparation of 
intestine contraindicatec 
Intra-abdominal trauma 
Perforations of intestine 
Peritonitis 
Exploration as soon as general condition of patient 
warrants 
Evacuate peritoneal cavity 
Add 200 ce. ot 0.5% solution of neomycin to peri- 
toneal cavity 
Evacuate intestine 
Flood intestine with as much as 1,000 ce, of 1% solu- 
tion of neomyein containing 250 units per ee. of 
bacitracin 
Evacuate peritoneal cavity, place 100 ee. of 0.5% 
solution of neomyein into peritoneal cavity* 


Wash wound with 100 ec. of 0.5% solution of neo- 
mycin during closure* 


bulgaricus every eight hours for at least one week when the 


* Addition of bacitracin in a concentration of 500 units per cubie centimeter might be indieated. 


the obstruction occasionally is followed by diffuse 
necrotizing periarteritis nodosa involving the portal 
system and causing extensive fata] intestinal necrosis. 
The course of this necrosis could be greatly modified it 
the intestinal flora were attenuated with intestinal anti- 
septics preoperatively. Vascular shunt operations in- 
volving the portal system should also be preceded by 
intestinal antisepsis to give added protection to the 
liver. 

Intestinal antisepsis should be cautiously instituted 
during the early observation period of diverticulitis 
of the colon. Usually the acute attack will subside, 
allowing elective definitive surgical treatment. In- 
testinal antiseptics have a beneficial effect in clearing 
chronic coliform infections of the urinary tract. These 
antibacterial agents should be administered in full 
therapeutic doses whenever mesenteric thrombosis is 
suspected. Fecal fistulas will frequently heal when in- 
testinal antisepsis is instituted. Also, after the excision 
of a pilonidal cyst, the operative field is protected by 
alteration of the intestinal flora. 


demonstrated repeatedly that intestinal antiseptics af- 
ford a high degree of protection against necrosis in 
segments of the intestine subjected to degrees of 
ischemia that are fatal in the control experiments. 
Ordinarily, it is unnecessary to use antibiotics admin- 
istered parenterally in conjunction with intestinal 
antiseptics so far as the local effect on the intestine is 
concerned. On the other hand, it has been demon- 
strated that the parenteral administration of full thera- 
peutic doses of penicillin and streptomycin in combi- 
nation gives appreciable protection against ischemic 
necrosis of the intestine. Also, it should be remembered 
that the nonabsorbed intestinal antiseptics have no 
general systemic effect. Consequently, systemic infec- 
tions must be treated by other appropriate means. 
The desirable properties and characteristics of vari- 
ous antibacterial agents, singly and in combinations, 
can be compared with the specifications for an ideal 
intestinal antiseptic proposed as a guide to the clinical 
suitability of any agent or combination suggested for 
this purpose. It does not always follow that the efficacy 
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of an agent will be enhanced when an apparently 
supplementary agent is added, as in the combination 
of one of the tetracyclines with neomycin. 

It must be concluded that intestinal antisepsis has 
definite clinical value. No new antibacterial agent or 
combination of agents should be advocated for general 
use before an exhaustive clinical trial demonstrates 
superiority to those agents that are currently available. 

900 Strand St. 
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DIAGNOSIS OF SCHISTOSOMIASIS BY SIGMOIDOSCOPY 
AND RECTAL MUCOSAL BIOPSY 


Benjamin W. Warner, M.D., New York 


The large shift of population from Puerto Rico to 
the mainland of the United States has increased the 
importance of the diagnosis and treatment not only 
of disorders due to the familiar intestinal parasites but 
also of serious infestation of the portal venous system 
by the less familiar liver or blood flukes, such as 
Schistosoma mansoni. 

S. mansoni (intestinal Bilharzia) is endemic in 
Puerto Rico where the intermediate vector, the snail. 
finds a suitable environment in stagnant ponds, irri- 
gation ditches, slow-moving streams, and rivers con- 
taminated by human excreta containing Schistosoma 
eggs. The high incidence of schistosomal disease on 
the island of Puerto Rico varies with the proximity of 
habitation to infested waters. The universal prac- 
tice of children of wading, bathing, swimming, and 
fishing creates a high rate of infection during child- 
hood. The occupational exposure to the parasite in 
snail-infested irrigation ditches is a frequent source 
of contact. 

While all infected persons do not present symptoms, 
the morbidity and mortality rates of the disease are 
high in children and young adults. as a result of the 
development of cirrhosis with irreversible liver dam- 
age, portal hypertension, with esophageal varices and 
exsanguinating hemorrhages, ascites. splenomegaly 
with hypersplenism, general debility, vague pain in 
the upper part of the abdomen simulating the symp- 
toms of gallbladder disease and ulcers, and pathology 
of the colon and anorectal region. The disease may 
also manifest itself in other locations, such as the 
lungs and the central nervous system, 


Pathogenesis 


The pathogenesis of the disease in man is directly 
related to the peculiar life cycle of the worm.' The 
evcle is maintained by the passage of eggs with a 
lateral spine from the human host in feces and urine, 
which then contaminate water harboring the appro- 
priate species of snail. On contact with water, the 
eggs are hatched and release a free-swimming, ciliated 
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¢ Schistosoma mansoni (liver fluke worm) must be 
considered among the possible causes of gastroin- 
testinal disease in parts of the United States where 
this infestation was formerly unknown. The large shift 
of population from Puerto Rico, where the parasite is 
endemic, has brought the disease to the attention of 
proctologists as the cause of characteristic lesions of 
the mucous membrane of the rectum and sigmoid. The 
eggs of the parasite cause liver disease, with portal 
hypertension, ascites, splenomegaly, and esophageal 
varices, in infected children and adults coming from 
Puerto Rico. A precise diagnostic method is described, 
utilizing small specimens of rectal mucosa for identi- 
fication of the eggs. 


larva called a miracidium that enters the visceral mass 
of the snail, where it multiplies markedly. In about 
four weeks, the parasite emerges from the snail as a 
forked-tailed, self-propelled cercaria and seeks to 
penetrate the skin or buccal mucous membrane of 
the person exposed by contact with the infested water. 

After penetration of the skin, invasion of the periph- 
eral venous system occurs, and the cercariae are 
carried through the circulation of the right side of the 
heart and the pulmonary circuit, and, thence, through 
the left side of the heart, the aorta, and the superior 
mesenteric artery, with eventual entry into the vis- 
ceral or portal circulation. The cercariae mature in 
the intrahepatic branches of the portal vein and then 
travel back against the blood flow to the mesenteric 
veins, especially the inferior mesenteric and hemor- 
rhoidal plexus, where copulation and egg-laving occur. 
The passive transporation of eggs within the lumen 
of the veins to the liver results in local destructive 
changes, with granulomatous cellular and fibrous reac- 
tion. These granulomatous areas may remain clinically 
silent ° or progress to cirrhosis of a periportal type, 
with resultant portal hypertension. The cirrhosis 
begins in the first and second decades of life, and it 
may reach an advanced stage before the individual 
is 20 years of age. In addition to the transportation of 
eggs to the liver, many eggs are trapped in the smaller 
venules of the intestinal wall by endothelial prolifera- 
tion and perivascular cellular reaction, The escape of 
eggs from the venules in the submucosa and mucosa 
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of the intestine results in a cellular fibrous granu- 
lomatous response with formation of pseudotubercles * 
and polypoid proliferation. Eggs may enter the 
~ lymphatics and become encapsulated in the mesenteric 
lymph nodes. The visceral peritoneum may be studded 
with small nodules presenting the appearance of 
tuberculosis due to granulomas about the eggs that 
are carried by the lymphatics. The eggs that are not 
encapsulated and calcified work their way through 
the mucosa into the lumen of the intestines to be 
passed out in the feces and, thus, to continue the 
cycle.* 


Results of Examination of Mucosa in Humans 


As a proctologist, I became aware of the disease 
in 1940. I have been impressed with the sigmoido- 
scopic findings in the mucosa of the rectum and sig- 
moid colon of punctate hemorrhages and _ erosions, 
discrete or in clusters, that vary from pinpoint to 
pinhead size, without any surrounding inflammation. 
These hemorrhages and minute ulcers are interpreted 
as points of extrusion of the eggs through the mucosa 
into the lumen of the intestine.’ When there is no 
active bleeding from the ulcers, they have a brown 
discoloration due to decomposed blood. The mucous 
membrane may appear normal in color, but it is usu- 
ally pale, reflecting the presence of secondary anemia 
frequently due to multiple parasitism, especially with 
hookworm. A_ diffuse hyperemia may occur, and 
edematous, boggy mucosa with loss of configuration 
of the rectal valves has been observed, especially in 
the presence of ascites. 

In addition to the erosions and petechial hemor- 
rhages, one may note raised miliary granulomas or 
excrescences of fresh granulation tissue of various 
sizes and stages of polypoid formation varying from 
rough irregular outgrowths of tissue to organized 
polyps. In massive infection, the mucosal erosions may 
be larger, resulting in superficial ulcerations with 
bleeding. When submucosal hemorrhages occur in 
profusion, the overlying mucosa presents a speckled, 
red, macular appearance. The decomposition of hemo- 
globin produces a light brown color. Fibrous con- 
tracture in the submucosa results in loss of elasticity 
in the mucosa, with retraction, puckering. and pitting 
as previously noted. Pitting of small ulcers with brown 
discoloration may give a mottled appearance to the 
mucosa. 


Results of Examination of Mucosa in Animals 


I recently had the opportunity to perform proctos- 
copy on a Macaca rhesus monkey experimentally 
infected with S. mansoni and Balantidium coli at the 
Sterling-Winthrop Research Institute, Rensselaer, N. Y. 
The findings in the mucosa of the rectum and terminal 
sigmoid colon were similar to those in humans, 
namely, edema, hyperemia, raised fresh granulomas 
becoming polypoid, erosions, and punctate hemor- 
rhages. I also made a postmortem examination of the 
colon and rectal mucous membrane of a mouse and a 
hamster 62 days after they had been infected with 
S. mansoni. Punctate hemorrhages and erosions were 
present. The presence of eggs was confirmed in the 
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monkey by the examination of a rectal swab and in 
the mouse and hamster by biopsy studies of the 
mucous membrane ® (see figure, A through F ), 


Methods of Diagnosis 


Sigmoidoscopy.—The mucosal and submucosal 
changes, as seen from the photomicrographs, are an 
integral part of the pathogenesis and life cycle of the 
parasite. The significance of these lesions has not re- 
ceived sufficient attention. In fact, many observers 
report no significant findings on sigmoidoscopy. On 
the other hand, Bercovitz and associates,’ Lyons and 
Benson,” Dombrowsky,” Trubowitz Redish,'” 
Ragheb,'' and Dimmette and Sproat '* have called 
attention to mucosal hemorrhages and other changes. 
Dimmette and Sproat '* studied in great detail the 
secondary polypoid reactive phenomena in schistoso- 
miasis. 

Identification of Eggs.—The presence of mucosal 
pathological changes noted on sigmoidoscopy serves 
as presumptive evidence of the presence of the dis- 
ease, The definitive diagnosis, however, of schisto- 
somiasis is made by identificaticn of the eggs. Stool 
examination is the method most frequently employed. 

Ottolina and Atencio,’’ in Venezuela. dissatisfied 
with the low percentage of positive stool] examinations 
in clinically suspected cases, developed the rectal 
mucous membrane biopsy technique and published 
their findings in 1943. Ottolina '' referred to the pro- 
cedure later as “rectoscopic biopsy by transparency.” 

The technical procedure is simple. Since very little 
tissue is needed, a superficial biopsy punch “bite” is 
taken from the edge of the middle rectal valve. The 
greatest concentration of eggs in this disease is in the 
rectum, I caution against taking a deep bite that may 
include muscularis mucosae, Bleeding from the site 
can be very disturbing to the patient and may re- 
quire the use of electrocoagulation. The presence of 
edematous mucosa. with loss of configuration of 
the rectal valves, may make biopsy slightly difficult. 
The biopsy tissue is placed on a glass slide, teased 
apart, thinned. and flattened out; a drop of saline 
solution is added; a cover slip or another slide is 
placed over the tissue for compression; and the biopsy 
specimen is examined under the low power of the 
microscope as a transparency without any stain. 

If eggs are present, they are easily identified singly 
or in clusters. Viable eggs have a golden yellow to 
light brown color. Frequently motion of the miracid- 
ium within the egg can be seen. Degenerated eggs 
appear black. and frequently fragmentation of chitin- 
ous shell can be noted. In other instances, only the 
chitinous shell can be seen, with or without gran- 
ulomatous reactions (see figure. G, H, and ]). The use 
of the biopsy technique has yielded positive results 
in about 65% of the suspected cases in my series." 


Summary 


Attention is directed to infestation by Schistosoma 
mansoni as the cause of liver disease, with portal 
hypertension, ascites, splenomegaly, and esophageal 
varices, in children and young and middle-aged adults 
of Puerto Rican geographical origin. In Puerto Rico 
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Photomicrographs showing characteristics of schistosomiasis. A, liver of hamster, 67 days after infection, showing granulomatous 
reaction about eggs in periportal area. B, rectum of monkey infected with Schistosoma mansoni, showing extrusion of egg through 
mucosal lining, with disruption of mucosa. C, low-power magnification of B, showing cellular reaction and granulomas about 
encapsulated eggs. D and E, high-power and low-power magnifications of rectum of monkey, showing cluster of eggs partially pro- 
truding through mucosa. F, rectum of monkey, showing (a) egg in venule just beneath mucosal surface, (b) egg being extruded 
through mucosa, with clear tract in stroma between glands, (c) egg lying within lumen of venule, with perivascular reaction, 
(d) granulomatous reaction about egg in submucosa. G, unstained human mucosa, showing profusion of eggs and chitinous remnants 
of eggs. H and I, high-power and low-power magnifications of unstained human mucosa, showing tubercle-like reaction and “onion 
layering” of tissue about degenerating, fragmented egg and remnants of shells. 
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the disease is found in from 10% to over 40% of 
the population.'® Sigmoidoscopic examination of the 
patient with S$. mansoni infestation reveals character- 
istic lesions of the mucous membrane of the rectum 
and sigmoid colon that represents stages in the life 
cycle of the parasite and in the pathogenesis of the 
disease. The lesions have important diagnostic signifi- 
cance, and they result from the desposition of eggs 
in the submucosa and mucosa, with extrusion of the 
eggs into the lumen of the colon and rectum, Biopsy 
of the rectal mucous membrane by the method of 
Ottolina and Atencio offers a method of making a 
rapid and precise diagnosis.‘ 
20 W. 86th St. (24). 


Parts A, B, C, D, E, and F of the figure are used with the 
permission of Dr. D. A. Berberian and E. W. Dennis, Sterling- 
Winthrop Research Institute, Rensselaer, N. Y. 
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TRANSLUMBAR AORTOGRAPHY IN UROLOGIC DIAGNOSIS 


LIMITATIONS AND POSSIBLE PITFALLS 


Elliott C, Lasser, M.D. 


and 
William J. Staubitz, M.D., Buffalo 


A mere glance at the accumulation of reports on 
translumbar aortography over the last 10-year period 
attests to the manner in which this procedure has 
caught and held the interests of urologists, radiolo- 
gists, and vascular surgeons. From a technical stand- 
point, aortography is a relatively simple procedure, 
and, after a minimal amount of experience, anyone 
should be able to produce consistently satisfactory 
films. This, combined with the gratification of viewing 
the arterial pathways brilliantly displayed, might 
easily lead to injudicious use of a procedure that is 
not without merit but also not without mortalitv and 
serious morbidity.’ 

To properly evaluate this procedure, then, one has 
to be aware of its potential pitfalls as well as its 
values. In this report we propose to examine factors 
on each side of the ledger in an attempt to find more 
precisely the indications for the examination. This 
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* The type of information yielded by translumbar in- 
jection of radiopaque substances into the abdominal 
aorta has been studied especially with respect to the 
kidney. Sequential films show first an arteriographic 
and then a capillary (nephrographic) phase. To see 
the arteriographic phase requires proper timing but is 
important in distinguishing benign cysts from primary 
iumors of the kidney. In the past, erroneous conclu- 
sions have sometimes been reached because of tech- 
nical faults, subsequent misinterpretations, and in- 
herent limitations of the method. These points are 
illustrated by roentgenograms from actual aortog- 
raphies and from specimens excised and injected. 
Lesions measuring up to 2 by 3 cm. in size have been 
simulated’ in injected specimens by actually inserting 
pieces of injected tumor tissue; they proved difficult 
to recognize in roentgenograms. Smaller tumors 
would therefore easily escape detection. Because of 
the risks of misinterpretation, and the morbidity and 
mortality of the procedure, it appears to be contra- 
indicated unless the information to be gained can be 
expected to change the course of treatment. 
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evaluation is drawn from our own experience and 
from what has appeared in the literature. We also 
propose to confine ourselves to urologic diagnosis, 
leaving its evaluation in vascular abnormalities to 
those who have had more experience with this phase. 


Fig. 1.—Renal cyst in the nephrographic phase. Note radiolu- 
cent areas in lower pole of right kidney and midportion of left 
kidney. 


On the positive side, the most apparent advantage 
of the procedure relates to the aid it renders the radi- 
ologist and urologist in deciding whether a given de- 
formity of the collecting system is due to a primary 
tumor of the kidney, a cyst of the kidney, or a mass 
extrinsic to the kidney. It may also help to determine 
whether a kidney demonstrating little or no deformity 
of the collecting system harbors any lesion at all. 
Adequate differentiation between a renal cyst and 
primary renal tumor may help to decide the correct 
surgical approach to a renal lesion. If the mass is a 
large malignant tumor in the upper pole, many 
urologists would prefer the transthoracic or trans- 
peritoneal approach for easier access to the renal 
pedicle and a more complete removal of perirenal tis- 
sue. If the same large lesion in the upper pole proves 
to be a solitary benign cyst, the surgeon may prefer 
the less radical lumbar approach. In the Roswell Park 
Memorial Institute these considerations agcount for 
the greatest number of aortographic examinations car- 
ried out for purposes of urologic diagnosis. 

Aortography may also reveal the unsuspected spread 
of a primary tumor of the kidney beyond the confines 
of the organ itself and may demonstrate thrombosis, 
aneurysm, aberrant renal vessels, or other abnormali- 
ties of the kidney vasculature. The procedure may like- 
wise corroborate suspected agenesis of a kidney, out- 
line the size and position of the isthmus of a horse- 
shoe kidney, confirm the presence of abnormalities 
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of the renal artery in some cases of hypertension, and 
possibly confirm the presence of inflammatory or de- 
generative disease of the kidney parenchyma. 

On the negative side, erroneous conclusions may be 
reached because of (1) unsatisfactory technique or 
unavoidable technical mishaps, (2) misinterpretations, 
and (3) inherent limitations of the method. 


Unsatisfactory Technique 


Failure to visualize one or both renal arteries will 
result if the needle is inserted into the aorta too far 
below the origin of the kidney vessels or if the point 
of the needle is inadvertently placed into one of the 
tributaries of the aorta rather than into the aorta it- 
self. Likewise it appears to be generally true that the 
right renal vessel and its tributaries will fill satisfac- 
torily more often than the left. Consequently the 
nephrogram on the right will more often be satisfac- 
tory than that on the left. This is undoubtedly related 
to the direction of needle insertion and the consequent 
tendency of the injected medium to flow in greater 
concentrations along the right side of the = aorta 
(streamlining). This particular difficulty can be over- 
come by retrograde aortographic examination. 

Technical failure to fill one or both vessels may 
lead to erroneous conclusions in one of several ways: 
1. The observer may be convinced that he is dealing 
with a thrombosis of one of the major renal vessels. 
2. One of the lumbar vessels or some other branch 
of the aorta mav be mistaken for a renal vessel, thus 
allowing abnormal renal vasculature to go unappre- 
ciated. This mistake is especially prone to occur on 
the left side, particularly if the initial film is taken in 
a late arterial phase and the “take-off” of the major 
tributaries is no longer opacified. Under such circum- 
stances overlying end vessels of the mesenteric circu- 
lation can easily be confused with renal end arteries 
and may simulate pathological vasculature. Careful 
attention to anatomic details, however, should obviate 
this error. 


Fig. 2.—Primary renal cell carcinoma of kidney. A, in the 
arteriographic phase, showing disorganized tumor vessels. B, 
microangiogram of pathological vessels. 


Sufficient emphasis cannot be placed on the para- 
mount importance of obtaining sequential films that 
show both a full arteriographic and a capillary (neph- 
rographic) phase of the circulation. The former is of 
considerably more importance in determining whether 
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a given kidney mass represents a benign cyst or a 
primary tumor of the kidney. When adequate serio- 
graphic apparatus is available, timing does not con- 
stitute a serious problem. In many instances, however, 
the examination is carried out by manual exchange 
of films, and under such circumstances the examina- 
tion may be concluded with only partial arterio- 
graphic filling, thus allowing tumor vessels to be over- 
looked. 

Occasionally the point of the needle will be inad- 
vertently placed in or near enough to an accessory 
renal or suprarenal vessel that the greatest amount of 
the injected contrast bolus enters the accessory vessel 
and opacifies only one portion of the kidney, possibly 
rupturing small capillaries. With partial opacification, 
the unopacified portion of the kidney cannot be ade- 
quately evaluated and could conceivably be mistaken 
for a necrotic renal tumor or a renal cyst. If vessel 
walls are ruptured, the resulting irregularity of the 
dve collection about these end vessels might suggest 
pathological or tumor circulation. Finally it should 
be mentioned that occasionally a person will be ex- 
amined in whom, despite adequate puncture of the 
aorta, a good arterial phase cannot be obtained by 
conventional methods. In these individuals rapid veloc- 
itv of blood flow leads to overdilution of the con- 
trast medium. This difficulty could undoubtedly be 
overcome by utilization of one of the mechanical de- 
vices for rapid forceful injection. 


Fig. 3.—Primary renal cell carcinoma (injected specimen) in 
the nephrographic phase, showing patchy tumor “stain” in in- 
volved area, 


Incorrect Interpretation 


The differentiation between a primary renal tumor 
and a cyst is dependent upon changes present in both 
the arterial and the nephrographic stages of a given 
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aortogram. Thus a cyst, if sufficiently large, will spread 
the normal-appearing adjacent vessels about its own 
outline in the arterial phase and will show as a cir- 
cumscribed area of nonopacification in the nephro- 
graphic phase (fig. 1). A renal cell carcinoma, on the 


Fig. 4.—Primary renal cell carcinoma (injected specimen ), 
showing that the tumor is avascular and simulates a renal cyst. 
Visualized vessels in tumor area lie about its periphery. 


other hand, may spread the adjacent vessels but, in 
addition, will show the presence of irregularly 
branched tortuous small vessels of varying caliber that 
have come to be recognized as pathognomonic of a 
primary malignant tumor of renal origin (fig. 2). In the 
nephrographic phase a primary renal tumor opacifies 
in varying degrees, depending upon the amount of 
necrosis present. In some instances it may opacify in 
such a fashion that it cannot be distinguished from 
the surrounding normal parenchyma except by pro- 
jection beyond the opacified kidney outline or by 
visualization of an additional density in one area re- 
sulting from superimposition of the tumor upon the 
opacified kidney parenchyma. In other instances, how- 
ever, irregular areas of necrosis within the tumor re- 
sult in patchy opacification of the lesion in the nephro- 
graphic phase (fig. 3). 

The great majority of renal cysts and primary tu- 
mors will be readily recognized on aortography by the 
characteristics described above. In some instances, 
however, misleading information will accrue because 
of the fact that (1) a renal tumor may show sufficient 
central necrosis so that only a surrounding shell re- 
mains or because the tumor may develop in the wall 
of a cystic lesion * or (2) there may be a thrombosis or 
compression of a vessel leading to the tumor. In either 
case the tumor may effectively masquerade as a be- 
nign cyst. We have personally seen no authenticated 
case of the first type of misleading findings, but opaci- 
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fication of the vessels of a kidney containing a hyper- 
nephroma removed in this institution illustrates how 
effectively thrombosis of the feeding artery may simu- 
late an avascular cyst (fig. 4). Likewise, examination 
of other injected specimens, taken both at autopsy and 
at operation, shows how rounded and well demar- 
cated a primary tumor of the kidney may appear (fig. 
5). It should be noted that several of these specimens 
show varying degrees of necrosis and that in several 
only a smattering of pathological vasculature remains 
about the periphery of the tumor. It is not difficult to 
conceive of further necrotic changes taking place in 
these tumors that will obliterate the blood supply, 
thus making the lesion aortographically indistinguish- 
able from an ordinary cyst. 

One cannot, in addition, consider every projection 
from the opacified kidney in the nephrographic phase 
to represent a tumor of the kidney. Unusual lobula- 
tion of the kidney may persuade the radiologist that 
he is dealing with a renal cell carcinoma, particularly 
if the arteriographic phase is not entirely satisfac- 
tory from a technical standpoint. With insufficient 
arteriographic evidence then, a circumscribed density 
seen in the nephrographic phase may in one instance 
represent a tumor and in a second instance represent 
nothing but atypical lobulation. 

We have performed aortography in only one in- 
stance in a patient with proved metastases to the kid- 
ney. The aortogram in this case showed spreading of 


Fig. 5.—Well-demarcated primary tumor of kidney. Note that 
necrosis has all but obliterated the blood supply. 


the renal vessels with narrowing in caliber as com- 
pared to the normal contralateral kidney. The injected 
specimen in this instance (fig. 6) showed a totally ir- 
regular arborization. However, another injected speci- 
men, taken at autopsy, showed a pattern that one 
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might expect in an early primary tumor of the kid- 
ney. Injection of a kidney specimen containing a 
nephroblastoma (Wilms’ tumor) showed changes that 
one might encounter with a large cyst or avascular 
neoplasm. 


Fig. 6.—Diffuse metastases to left kidney (injected specimen ) 
in arteriographic phase, showing total irregular arborization. 


Inherent Limitations 


From what has already been mentioned it seems 
clear that the aortographic diagnosis of primary renal 
cell tumor can be made more readily in the arterio- 
graphic phase of the examination. How small a lesion 
‘an one hope to detect by changes in the arterio- 
graphic pattern? Assuming the most ideal circum- 
stances, that is, visualization of the arteriographic 
tree down to its finest arborization, detection of small 
lesions measuring less than 2 to 3 cm. in diameter may 
prove extremely difficult. To illustrate this, a number 
of holes were hollowed out in a normally injected 
kidney specimen. These holes were plugged by lead- 
injected chunks of a renal cell carcinoma measuring up 
to 2 by 3 cm. in size and cut to fit exactly into the 
spaces hollowed out of the normal injected specimen. 
Radiographic examination of the specimen prepared 
in this fashion shows that only one of the larger tu- 
mor vessels can be recognized amid the surrounding 
normal vasculature (fig. 7). It can be appreciated, then, 
that the abnormal vasculature must reach consider- 
able proportions before it can be recognized by 
aortography. 

Comment 

Aortography for purposes of urologic diagnoses 

would appear to be a diagnostic procedure that should 


be performed only after mature deliberation has con- 
vinced the examiner that the additional information 
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to be gained by the examination fully justifies the 
risks entailed. If surgical exploration is anticipated 
regardless of the results of aortography and if the 
findings at aortography are not expected to alter the 
type of surgical approach utilized, it seems obvious 
that the procedure is completely contraindicated. 
Where conservative therapy must be considered for 
the treatment of a renal cyst, aortography may be 
performed, with the diagnostic pitfalls and limitations 


Fig. 7.—A, radiograph of injected segments of kidney tumor. 
B, injected specimen of normal kidney with created excava- 
tions in which tumor segments have been placed. Note how 
effectively the pathological vessels are hidden. 
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of the procedure kept in mind. Aortography may 
likewise be indicated in cases in which there is com- 
pelling clinical evidence of a renal neoplasm and in 
which conventional studies show no apparent de- 
formity of the collecting system. 


Conclusions 


The information of urologic value that may be 
gained from aortography must be weighed against 
the morbidity and mortality possibly involved. Aortog- 
raphy may lead to erroneous conclusions by virtue 
of unsatisfactory technique, misinterpretations, and 
inherent limitations of the method. The procedure 
appears contraindicated unless the information gained 
can be relied upon (1) to alter the type of surgical 
approach used, (2) to strengthen the impression that 
a benign cyst is present where surgical treatment 
entails considerable risk, or (3) to substantiate the 
presence of a renal neoplasm in a case in which clini- 
cal findings point strongly to this diagnosis and in 
which no deformity of the collecting system can be 
recognized. 

230 Lothrop, Pittsburgh 13 (Dr. Lasser). 


Dr. Igor Jakimow of the Department of Diagnostic Radiology, 
Roswell Park Memorial Institute, carried out the lead injections 
on the kidney specimens. 
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is.—The orderly delivery of platelets to the blood is dependent upon the 
integrity and normal functioning of the megakaryocytic series of cells in man. Normally the 
bulk of the megakaryocytes are found in the hematopoietic marrow. The youngest member of 
the megakaryocytic series is termed the megakaryoblast, which forms the promegakaryocyte, 
which in turn forms the megarkaryocyte or platelet-forming cell. Ordinarily the megakaro- 
blast is derived from the myeloblast (hemacytoblast) or reticulum cell (mesenchymal cell). 
The cytoplasm of the megakaryocyte forms platelets either by breaking up of pseudopodial 
processes or by simultaneous disintegration of large portions of the entire cytoplasm. In per- 
nicious anemia, thrombocytopenia is brought about by systemic disturbance of the megakary- 
ocytes. Vitamin B,. deficiency leads to failure of nuclear maturation, excess multinucleation, 
failure of granule formation, and results in poor platelet formation. In idiopathic thrombocyto- 
penic purpura in contrast, thrombocytopenia is present in the face of usually increased 
numbers of megakaryocytes. In the latter disease, antibodies effect peripheral vacuolation 
of megakaryocytic cytoplasm, disappearance of granulation and retardation or cessation of 
platelet formation. Extensive histochemical studies reveal a striking correlation between 
findings in platelets and megakaryocytic cytoplasm. Heat stroke brings about an almost 
specific injury of megakaryocytes among the blood-forming cells.—J. W. Rebuck and R. W. 
Monto, Problems in Megakaryocytopoiesis, Journal of Michigan State Medical Society, Au- 
gust, 1956. 
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PUBLIC HEALTH ASPECTS OF POISONING 


Edward Press, M.P.H., M.D., New York 


Our modern environment is becoming packed with 
poisons. In primitive societies and in the industrially 
undeveloped countries, the conditions and agents 
harmful to human life are primarily those that exist in 
nature. Formerly, they consisted chiefly of extreme 
variations in temperature; of predatory animals that 
ranged from elephants and tigers to rats, lice, bacteria, 
and viruses; and of vagaries and fluctuations of plant 
and animal sources of food, with resultant malnutri- 
tion or famine. With the advances made in the scien- 
tific and sociological spheres, man has overcome to a 
considerable extent many of the major hazards to life. 
Air may be warmed and humidified in the winter and 
cooled and dehumidified in the summer. Predatory 
animals may be controlled so well that the macro- 
scopic ones, like elephants and tigers, are museum or 
zoo specimens and many of the microscopic ones, like 
typhoid and diphtheria bacteria and smallpox and 
vellow-fever virus, are now scarce enough to elicit 
surprise and concern over their rare or unusual oc- 
currence and to arouse the writing instinct of the 
“printophilic” physician who encounters them. 


Hazards to Health due to Modern Advances 


These advances in modern science and technology 
have brought mixed blessings. The same advances 
that have increased the vield of an acre of land by 
the use of mechanized farming, crop spraying with 
insecticides, and synthetic fertilizers and that have 
stretched this yield by the use of preservatives, can- 
ning, freezing, rapid transportation, and low-cost, 
mass-marketing procedures have introduced new haz- 
ards to the health of the public. The insecticides that 
so efficiently poison the insects trying to feed on the 
crops may be just as efficient poisoning agents if they 
are accidentally or intentionally used on humans. In- 
deed, a few drops of some of the insecticides contain- 
ing organic phosphorus compounds applied to the 
unbroken skin of a child or adult may cause serious 
or even fatal results. When this situation is magni- 
fied by the large number of insecticides, rodenticides, 
herbicides, and insect repellents that are now avail- 
able in so many households for beneficial, proper use 
or, perhaps, for dangerous misuse, the potential perils 
of poisoning become apparent. The manufacture and 
use of fertilizers, if not properly regulated and safe- 
guarded, may also constitute some danger of poisoning, 
and even the use of artificial preservatives must be con- 
tinuously scrutinized to make sure that no substances 
are included that may have harmful cumulative effects. 


Field Director, American Public Health Association, and 
Chairman of the Subcommittee on Poisoning, American Academy 
of Pediatrics. 

Read in the Symposium on Childhood Poisons before the Joint 
Meeting of the Section on Pediatrics and the Section on Pre- 
ventive and Industrial Medicine and Public Health at the 105th 
Annual Meeting of the American Medical Association, Chicago, 
June 12, 1956. 


¢ Poisoning was given as the cause of death in 5,883 
cases in the United States in 1953. Pesticides are 
recognized as being generally dangerous, but in- 
numerable other chemicals in common use are also 
capable of causing fatal intoxication. Poison control 
centers can perform a valuable service by being avail- 
able for first-aid calls, aiding in the identification of 
the active ingredient in poisonous mxtures, assembling 
local data on accidental poisoning, publishing warn- 
ings, aiding prevention, and facilitating research. 


Moreover, the plentitude of food in itself is a hazard. 
If the temptation against slight, but repeated, over- 
indulgence is not avoided, it may convert the perils 
of famine and undernutrition to the hazards of obesity 
and overnutrition. 

The threat to the public of poisoning is not limited 
to these agents alone, as the wide variety of agents, 
such as drugs; do-it-yourself and home hobby sup- 
plies; hair-waving, dyeing, and bleaching solutions; 
and cleaning, polishing, and disinfecting substances, 
present in the average household affords a multiplicity 
of objects available to the inquisitive toddler and child 
and greatly increases the hazard of poisoning over 
that existing one or two generations ago. Thus, the 
modern environment in the United States abounds 
with readily available poisons in the solid, liquid, and 
gaseous states. In 1953 there were 5,883 deaths from 
poisoning. The first table shows the distribution of 
these deaths in selected years from 1915 to 1945. 


Establishment of Poison Control Centers 


Infants and children, whose main method of learn- 
ing is by exploration, questioning, sampling, and trial 
and error, are particularly susceptible to the accidental 
ingestion of any one of this wide variety of potentially 
toxic substances that may be found in the average 
home. Because of the special vulnerability of this age 
group, the American Academy of Pediatrics pioneered 
in the establishment of poison control centers in vari- 
ous cities throughout the United States. 

Program in Chicago Poison Control Center.—With 
the aid of several local and national agencies, a poison 
control center was established in Chicago in the fall 
of 1953. Although there had been other agencies serv- 
ing as sources of information on the treatment of poi- 
soning in different parts of the United States, this 
was the first citywide integrated and organized center. 
It combined the efforts of the departments of pedi- 
atrics of all five medical colleges in Chicago, the Chi- 
cago Board of Health, the state toxicological labora- 
tories, the Division of Services for Crippled Children 
of the University of Illinois, and six major teaching 
hospitals in Chicago into a coordinated effort for the 
treatment and prevention of poisoning. An advisory 
committee that included representatives of the Ameri- 
can Medical Association, the National Safety Council, 
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and the federal Food and Drug Administration in ad- 
dition to those of the participating local groups helped 
in the over-all program. 

A summary of references to the basic toxic con- 
stituents in the thousands of materials in the average 
household that could be swallowed and an outline 
of the best current knowledge of treatment for inges- 
tion of these materials were compiled and _ placed in 
each of the participating hospitals. In each of these 
major hospitals, an attending pediatrician was desig- 
nated as poisoning contro] officer or a liaison person 
to the central committee and was made responsible 
for seeing that the necessary equipment and supplies 
were readily available in the emergency rooms, for 
orienting the hospital staff to the problem of poison- 
ing, and for seeing that the treatment and response 
of all patients was reported to the Chicago Board 
of Health. 

The board followed up the cases of accidental 
poisoning in children in an effort to prevent the oc- 
currence of poisoning in siblings of the patients or 
the recurrence in the patient. The reports were then 
mechanically tabulated, and the resulting informa- 
tion on the types of poisons, on how the cases of 
poisoning occurred, and on the treatments and results 
obtained was made available to the participating hos- 
pitals through the central committee. The details of 
this program have been previously described. ' 

Programs in Other Poison Control Centers.—Similar 
poison control centers, differing in many details of 
administration but preserving the general principle 


TABLE 1.—Incidence of Death due to Poisoning in the United 
States in 1915, 1925, 1935, 1953, and 1954 


No. of Deaths No. of Deaths 
of Children Under 
Yr. Cause of Death All Age 5 Yr. of 


1915* Suicide by poison ................. 2481 
Asphyxiation, excluding 
hanging or drowning ........... 1,584 
Accidental poisoning, 
nonfood substance ............. 1,280 
Accidental poisoning, 202 
solid or liquid, exeept 
corrosive, substance ............ 716 
Suicide, substance ...... 1,278 
solid or liquid substance 1,596 
7,772 
1935} Suieide, solid or liquid substance. 2,852 
ery other causes except gas 1,411 
GRE VOROTE 1,223 39 
3,269 
Solid or liquid poison ............ 1,400 


* Data from Mortality Statisties, Bureau of Census, 1917. 
+ Data from Mortality St»tisties, Bureau of Census, 17 4 
3 Data from Mortality Statisties, Bureau of Census, 198 
Data from Vital Statistics = United States, 1953, National Office of 
Vital Statisties, 1955, vol. 2, p. 
| Data from ‘Accident Tada c hie ago, National Satety Couneil, 1955. 


of the sharing of centralized sources of information 
on the treatment and prevention of poisoning, have 
since developed in many other cities. As of April, 
1956, there were 18 metropolitan areas with centers 
in operation. As of October, 1956, there were poison 
control centers in the following cities and towns: 

Albany, N. Y., Atlantic City, N. J., Baltimore, Boston, Buffalo, 


Chicago, Denver, Durham, N. C., Grand Rapids, Mich., Har- 
risburg, Pa., Indianapolis, Kansas City, Mo., Lancaster, Pa., 
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Louisville, Ky., Memphis, Tenn., Milwaukee, Montclair, N. J.. 
Newark, N. J., New Bedford, Mass., New York, Nutley, N. J., 
Oklahoma City, Phoenix, Ariz., Rochester, N. Y., Seattle, Spring- 
field, Ill., Syracuse, N. Y., Washington, D. C., and Worcester, 
Mass. 

There is also a network of poison control centers in 
15 cities in Florida, which makes a total of 44 centers 
in the United States. The manner of organization of 


TaBsLe 2.—Types of Substances Swallowed by Children from 
Reports of Poison Control Centers in Thirteen Cities® 


Substance Swallowed Fatal Nontatal 


for External Use. . ISS 
Cleaning agents and other chemieals...................... 17 1,384 


Boston, Cincinnati, Chicago, Durham, N. C., Grand 
Harrisburg, Pa., Lonisville, Ky., New Bedford, Mass., Newa x 

York, Phoenix, Ariz., Springfield, and Washington, 
mately WI% of the patients were under 5 yeurs of ave: 5%, 5 to 10 years 
of age: and 5%, age not stated. 


each center varies with the community and its medi- 
cal and related facilities. The core agency around 
which the program operates may be a health depart- 
ment, a hospital, a medical college, a local medical 
society, or a combination of these. The number of 
agencies and institutions participating in these centers 
may vary from one to over a hundred different ones. 
The general purpose of the centers is to minimize the 
damage from potentially toxic substances by improv- 
ing and extending efforts for the prevention and treat- 
ment of poisoning. 

The specific objectives of the program in the area 
of treatment may include improvement and dissemi- 
nation of knowledge regarding potentially toxic sub- 
stances and the various measures of general and spe- 
cific treatment required in the hospital, the physician’s 
office, and the patient’s home, as well as efforts to 
make resources for treatment more readily and wide- 
ly available and to stimulate research for improved 
methods of treatment for poisoning by the more com- 
mon and dangerous chemicals. This would also in- 
clude methods for making the initial treatment, pri- 
marily the proper first-aid measures, more prompt and 
effective. 

In the area of prevention, the specific objectives 
may include the development of fuller information 
regarding the distribution, type, and toxicity of the 
various poisons, as well as regarding the circumstances 
in which the poisons are most likely to exert their 
deleterious effects. Measures for disseminating in- 
formation and evaluating the most effective, preventive 
measures, with the aid of professional and lay persons 
and groups throughout the community, should be an 
integral part of the activities of poison control centers. 
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Depending on the size and on the medical, edu- 
cational, toxicological, and related facilities of the 
community, any or all of the following agencies or in- 
stitutions may participate in various aspects of the pro- 
gram of the center: hospitals, local health depart- 
ments, state health departments, medical or related 
professional societies or associations (both general 
and specialized if the concern is with the problem 
of poisoning), medical pharmacy, and veterinary 
colleges, medical examiners’ or coroners’ offices, 
laboratories, and lay groups, such as safety councils, 
parent-teacher associations, service clubs, welfare 
councils, and others. 

The provision of 24-hour service has posed a prob- 
lem for some of the centers, but most of them have 
met this challenge successfully. They have generally 
utilized the emergency room services already estab- 
lished in many of the hospitals, with slight modifica- 
tion. The information on the medical treatment of 
poisoning relayed over the telephone consists pri- 
marily of comments on the type and effect of the toxic 
substance contained in the chemicals swallowed and 
of suggestions for therapeutic procedures. The infor- 
mation on medical treatment is given to the physician 
treating the patient, and it is made clear that this 
information is advisory or consultative in nature. The 
final responsibility for accepting, modifying, or reject- 
ing the advice given over the telephone remains with 
the physician treating the patient. Telephone inquiries 
from parents are answered with first-aid instructions 
and advice to contact their family physician at once 
or, it this is not possible or feasible, to bring the 
patient to the poison control center for immediate 
treatment there—treatment being available on a 24- 
hour-a-day basis through emergency-room and hospital 
facilities. 

Various types of records, ranging from a simple post- 
card report form for physicians to fill out to a four-page 
mimeographed follow-up form for health department 
personnel, are used in the various centers. Provisions 
for tabulating, summarizing, and analyzing these 
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reports are generally made. Table 2 shows one 
type of information that may be obtained. This in- 
formation would then be available for the education 
of both lay and professional persons, locally and na- 
tionally, to aid in improving methods of prevention 
and treatment. Several centers issue periodic releases 
or bulletins warning of new or increased toxic hazards 
that may have come to their attention, recommending 
new methods of treatment, or suggesting preventive 
activities. 

A subcommittee on poisoning of the American Acad- 
emy of Pediatrics maintains a loose, centralized affilia- 
tion with all of the poison control centers, and the 
subcommittee chairman has interlocking membership 
on the Committee on Toxicology of the American 
Medical Association and is the staff associate of the 
subcommittee on chemical poisons of the American 
Public Health Association, so that an informal frame- 
work for correlating the activities of the centers exists. 
Thus, there may be opportunities for using the ex- 
perience of several or all of the centers on specific 
research problems. One such project, the evaluation 
of the most effective method of treating poisoning 
due to kerosene ingestion, is already in early phases 
of operation. 

Summary 


Man’s environment is becoming packed with poi- 
sons, so that they represent a substantial threat to 
public health. The American Academy of Pediatrics, 
because of the special problem of accidental poison- 
ing occurring in children, spearheaded a movement 
to develop poison control centers that has caught on 
firmly, is spreading rapidly, and involves many other 
local and national agencies. 

1790 Broadway (19). 
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Culdoscopy.—Inquiry and research [by early investigators] made culdoscopy possible and safe 
for the diagnostician of today. The first landmark was the development of a suitable telescope 
and incandescent lamp, and this came with the development of the cystoscope by Max Nitze 
in 1878. The second step was the introduction of gas into the abdominal cavity to displace the 
coils of bowel so that a visual field was exposed, and this advance came from Kelling, of Dres- 
den, in 1901. The third technique that contributed to its further development was the idea of 
inserting the endoscope through the posterior fornix of the vagina instead of through the ab- 
dominal wail. Finally, Decker conceived the idea of performing these three procedures simul- 
taneously; but he added . . . the knee-chest position to the technique instead of using a steep 
Trendelenburg position. These four procedures constitute culdoscopy as it is practiced today. 
... In general the indication for culdoscopy is the persistence of some uncertainty about the 
diagnosis. . . . The particular indications that have been found up to the present time may be 
divided into the following five groups: (1) early endometriosis; (2) early ectopic pregnancy 
(unruptured ); (3) enigmas in sterility, or the so-called “unexplained” cases of sterility; (4) esti- 
mation of tubal damage prior to plastic operations on the fallopian tubes; (5) a miscellaneous 
and expanding group comprising such conditions as pelvic pain with negative pelvic findings, 
or functional amenorrhea, in which the state of the ovaries must be determined to differentiate 
atrophy from polycystic disease.—A. Grant, M.B., B.S., F.R.C.S., M.R.C.O.G., Culdoscopy: A 
New and Telescopic Method of Inspecting the Pelvic Organs: A Review of 162 Patients, Med- 
ical Journal of Australia, May 19, 1956. 
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HOW TOXIC IS IT? 


Robert E. Gosselin, M.D., Ph.D., Rochester, N. Y. 


One of the commonest questions of the medical 
practitioner consulting the toxicologist at a poison 
control center is “How toxic is it?” This query reflects 
a widely acknowledged need of physicians for guid- 
ance when confronted with a patient known to have 
been exposed to a potential intoxicant. In most cases 
of alleged poisoning seen by pediatricians in Roches- 
ter, N. Y., and presumably elsewhere, the patient de- 
velops no significant clinical illness and often no 
symptoms whatever. The immediate anxiety of par- 
ents, however, is understandably as intense when a 
toddler has ingested a harmless furniture wax as when 
he has swallowed a dangerous metal polish. Without 
information about the composition or toxicity of com- 
mercial products, a physician is forced to examine 
every patient who has ingested accidentally or will- 
fully anything that is “nonedible.” Given reliable 
toxicity data, a pediatrician in many cases can confi- 
dently reassure an anxious mother without making 
an unnecessary house call to see the child. In other 
cases, toxicity information makes it possible for 
the physician to reach a prompt and intelligent deci- 
sion about the need for hospitalization, diagnostic 
tests, and prophylactic treatment even before the pa- 
tient exhibits signs and svmptoms of intoxication. To 
the medical practitioner, therefore, toxicity data are 
useful chiefly as guides in formulating a_ realistic 
prognosis. Since every professional decision in a medi- 
cal emergency is influenced implicitly or explicitly by 
a prognosis, any reasonable effort to improve prognos- 
tic acumen is worthwhile. 

After the physician learns the brand name and the 
approximate amount of the product ingested, he re- 
quires next a statement of the product's composition 
and an estimate of its inherent toxicity. In several 
surveys' this type of information has been reported 
for a limited number of items. Recently Gleason, 
Hodge, and 1* compiled data on more than 15,000 
commercial products that are currently marketed for 
use in the home and on the farm. Included in the 
information recorded for each product were the com- 
position, as stated by the manufacturer or as inferred 
in other ways, and an estimate of the toxicity when 
ingested orally. (The toxicity ratings assigned to trade- 
name products were deleted in proof because we 
recognized our legal responsibility if inadequate in- 
formation led us to select an incorrect rating.) 


From the Department of Pharmacology, University of Roches- 
ter School of Medicine and Dentistry. Dr. Gosselin is now at 
Dartmouth Medical School, Hanover, N. H. 


Read in the Symposium on Childhood Poisons before the Joint 
Meeting of the Section on Pediatrics and the Section on Pre- 
ventive and Industrial Medicine and Public Health at the 105th 
Annual Meeting of the American Medical Association, Chicago, 
June 12, 1956. 


A system of “toxicity ratings’ has been established 
for common household and farm products that may 
be involved in cases of acute chemical poisoning. This 
system uses a numerical scale from | to 6 and is based 
on the probable lethal dose in humans (grams per 
kilogram of body weight), with a value of 6 implying 
that even a taste (less than 7 drops) might be fatal in 
an adult. The types of products that fall within each 
toxicity class are listed. Once the limitations of these 
ratings are understood, a reference list of ratings en- 
ables the physician to formulate an immediate prog- 
nosis when he knows the name and the approximate 
amount of a toxic product that has been ingested. 


The present study is an attempt to derive from these 
data useful generalizations about the toxicity of cer- 
tain types of merchandise. The present observations 
are not intended to serve as a substitute for or a sum- 
mary of any portion of the original report,’ which was 
designed as a reference book for use in emergency 
cases of chemical poisoning. This report deals only 
with the ranges of toxicity that are encountered in 
common home and farm products and illustrates the 
use of numerical “toxicity ratings” as a convenient 
way of answering the question, “How toxic is it?” 

Procedure 

Two ways are available for assessing the toxicity 
of commercial mixtures. First, the product itself can 
be tested in a series of laboratory animals to obtain 
estimates of the mean lethal dose and to determine 
the nature of the toxic syndrome and the organ, if 
any, that is the target of damage. Many alert manu- 
facturers have secured this information about their 
own products, and, although these data are seldom 
published, companies on request often release them to 
physicians (sometimes confidentially) in emergencies. 

A second and more generally available method re- 
quires a toxicological appraisal of each ingredient in 
the commercial mixture. Ideally, the identity of every 
constituent and the complete percentage composition 
of the product should be known; in practice, full in- 
formation is seldom available and seldom necessary. 
It one knows the toxicity of each component when it 
is tested separately, the magnitude of the lethal dose 
of a commercial mixture can be interred if one 
is willing to assume that all the constituents act inde- 
pendently and have neither additive nor antagonistic 
effects. Except when two or more ingredients are 
chemically related, this simplifying assumption is 
generally permissible as long as the final estimates 
are not intended to be precise. Another way of stating 
the current working hypothesis is this: The presump- 
tive lethal dose of a commercial mixture is the 
smallest quantity that contains a fatal amount of any 
one of its constituents. By the use of this operational 
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definition, the toxicity of a mixture is ascribed solely 
to the action of one of its ingredients or of one group 
of chemically related ingredients, all others being re- 
garded as diluents. 

Before assessing the toxicitv of a large number of 
retail commodities, a master list of all chemicals 
that are the prominent constituents of retail items 


TaBLe 1.—Definitions of Toxicity Ratings 
Probable Lethal Dose (Human) 


Toxicity Rating 


Gm. ke. of Body 
or ‘eight 


Approximate for 70-Ke. 
Men (150 th.) 

i Super toxie less than 0.005 

5 Extremely toxie 0.005-0,05 

4 Very toxie 0.05-0.5 

3 Moderately toxic O55 


a tuste (less than 7 drops) 

between 7 drops and 1 tsp. 

between 1 tsp. and 1 oz. 

between 1 oz. and 1 pt. 
(or 1 Th.) 

between 1 pt. and 1 qt. 

more than 1 qt. 


Slightly toxie 
1 Practically nontoxic above 15 


was constructed. An index of ingredients with about 
1,000 entries was found to be adequate in evaluating 
most commercial products, except for foods and 
legend drugs (those requiring a prescription). Longer 
lists were available,’ but they contained chiefly indus- 
trial chemicals that are found rarely, if ever, in con- 
sumer products. To locate toxicity data about every 
entry in the index of ingredients, many different 
sources and kinds of information were used. Spector * 
has recently summarized the published values of the 
mean lethal dose (LD...) in laboratory animals for a 
large number of substances. Toxicity reports that were 
furnished by manufacturers proved to be invaluable 
sources of unpublished data about many newer chem- 
icals. Implicit in the use of these data on animals is 
the conventional assumption that the mean lethal 
dose in man lies in the same range as that in the test 
animals. To make a reliable estimate of the probable 
lethal dose in man, however, one is forced to assess 
both laboratory and clinical reports. Whenever avail- 
able, clinical information received the highest priority. 

On the basis of the oral dose judged to be lethal in 
man, a numerical toxicity rating, as defined in table 1, 
was assigned to each chemical in the index of ingredi- 
ents. In some instances, no relevant information about 
a specific substance could be located, but, by analogy 
of its toxicity with that of related compounds, a 
tentative value could usually be assigned. According 
to the hypothesis outlined above, the toxicity ratings 
in the index of ingredients made it possible to assign 
a toxicity rating to almost every commercial mixture 
the chemical composition for which was known or 
demonstrable. 

The present report concerns 5,200 products data on 
which are taken from and supposedly representative 
of the original compilation of Gleason, Hodge, and 
myself.* Various techniques were used to assemble in- 
formation about the composition of these products.’ 
Too little was discovered about some brands to permit 
any decision about a toxicity rating (table 3). In other 
instances, lack of data prevented a reliable choice 
between two ratings and forced the assignment of 
such range values as “3 or 4.” In the tables in this 
report, half the items with double ratings were as- 
signed arbitrarily to the higher toxicity class and half 
to the lower. 
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Results 


Table 1 defines the concept of numerical toxicity 
ratings, or classes of toxicity, by outlining the criteria 
used in assigning them. This scheme of classification, 
with its arbitrarily established limits, has been modi- 
fied from a table originally designed by Hodge and 
Sterner ’ for industrial chemicals, not consumer goods. 
The revised limits of each toxicity class were rigorous- 
ly defined, and they are given in the middle column 
of table 1, which shows the grams of any “poison” 
that must be ingested for each kilogram of body 
weight to kill the average victim. In the right-hand 
column these limits have been crudely translated in 
common units of measure for an adult person of aver- 
age size. It is evident that every chemical substance 
and every mixture of substances must belong in one 
of these six toxicity classes. 

In surveying the products on the consumer market, 
it becomes apparent that, irrespective of the brand 
name, the majority of items intended for the same use 
warrant the same toxicity rating. Of course, there are 


Taser 2.—Representative Commercial Products in Each 
Toxicity Class 


Class 1 Clauss 2 Class 3 
(practically nontoxic) (slightly toxic) (moderately toxie) 
Foods Cosmeties (Qnost) Polishes (metal, wood, 
Candles Adhesives (most) shoe, stove) 


Mucilages and pastes 

Cosmetics (especially 
baby products) 

Abrasives 

Pure soaps 

Lead pencils 

Modeling clays 


Lubricating oils 
Lubricants (most) 
Soap products and 
detergents 
Waxes (general, wood, 
window) 
Polishes (porcelain, 
some furniture) Adhesives (rubber, 
Inks (some) linoleum, roofing, 
Incense plastic cement) 
Bleaches 
Motor tuels 
Lighter fluids 
Repellents (insect, cat, 
dog) 
Antitreeze 
Brake fluids 
Mothballs (most) 
Preservatives (brush, 
canvas, roof) 
Matches 
Inks 
Agricultural chemieals 
(inany 
Class 4 Class 5 Class 6 
(very toxic) (extremely toxic) (super toxie) 
Disinteetants (most. Insecticides) 
such as those for Drain and sewer Fungicides r few) 


Cosmeties (hair dyes, 
tonies, permanent 
waves: liquid lipstick: 
nail polish, enamel, 
remover: perfumes) 

Cleaners (window, stain 
removers) 


gurbuge cans) cleaners (Causties) Rodenticides 
Dry cleaner solvents Fireplace flame colors Herbicides 
(some) (blues und greens) 
Degreasers Insecticides and 
(metal, ete.) fungieides (some) 
Depilatories (some) Rodenticides (some) 
Drain cleaners (some) Herbicides (some) 
Naphthalene moth 
repellents 
Rust removers 
Radiator cleaners 
Leather dyes 
Indelible inks 
Fire extinguisher 
liquid 
Agricultural chemicals 
(many) 


exceptions in which specific brands deserve a lower 
rating and others a higher rating than the typical 
example. Table 2 indicates the kinds of products that 
are commonly found in each of the six toxicity classes. 
Admittedly, too few examples of some commercial 
products have been studied to justify the claim that 
the most representative toxicity rating was selected in 
every instance. Even if a more complete survey dem- 
onstrates that some of these ratings should be re- 


V 
1 


Vol. 163, No. 15 


vised, the list illustrates convincingly that the greatest 
diversity of products is found in toxicity class 3. Com- 
paratively few kinds of consumer goods warrant a 
rating of 5 (extremely toxic) or 6 (super toxic); these 
include some of the concentrated caustic cleaners and 
a minority of the insecticides, fungicides, herbicides, 
and rodenticides. The largest variety of cosmetics and 
toiletries is found in class 2 (slightly toxic), but most 
of the perfumes and many of the hair and nail prepa- 
rations are placed in class 3, because of their high 
concentrations of alcohol and other organic solvents. 

If one chooses a broad category of products, ex- 
amples of these products can usually be found in sev- 
eral toxicity classes. Table 3 indicates the relative 
frequency with which the various toxicity ratings are 
encountered in diverse types of commercial products. 
Toxicity class 3 is seen to contain the largest number 
of items in all but one category of table 3. 

If one has no information about a particular prod- 
uct except that it is nonedible, there appears to be 
an even chance that it has a toxicity rating of 3. In 
table 3, only the higher and lower classes reveal dis- 
tinct differences between various kinds of commodi- 
ties. For example, the half of the number of cosmetic 
products that lies outside of class 3 is found almost 
entirely in lower (less toxic) classes. In contrast, most 
agricultural chemicals that do not belong in class 3 
warrant a higher (more toxic) rating. The rodenticides 
are an exception, because two of the ingredients that 
occur most frequently are warfarin and alpha-naph- 
thylthiourea (ANTU), both of which have compara- 
tively low single-dose toxicities in man. 

Mixtures with toxicity ratings of 5 or 6 are always 
in a minority. Among insecticides and pesticides gen- 
erally, these two ratings appear in products that con- 
tain high concentrations of nicotine, its salts and 
derivatives; cyanides; fluorides; arsenic; various or- 
ganic phosphate compounds, such as parathion, tetra- 
ethylpyrophosphate (TEPP), sulfotepp, demeton (Sys- 
tox), octamethylpyrophosphoramide (OMPA), ethyl 
p-nitrophenyl thionobenzenephosphate (EPN), and 
para-oxon; the more toxic cyclodienes, such as aldrin, 
dieldrin, endrin, and perhaps isodrin; and supposedly 
various carbamates such as Pyrolan and Isolan (not 
examples in this compilation). 

The very toxic agricultural fungicides are usually 
those that contain high concentrations of arsenic or 
mercury (both organic and inorganic forms), some- 
times cadmium salts, and perhaps rarely actidione 
(Cycloheximide). A toxicity rating of 5 or 6 for a 
herbicide is generally due to its high content of arsenic 
or of one of several dinitrophenol derivatives; rarely 
disodium Endothal may be responsible, but no prod- 
uct with a concentration above 19.2% was located. 
Perhaps phenylmercuric compounds may be respon- 
sible, but none appeared with more than 10% concen- 
tration. Rodenticides warrant toxicity ratings of 5 or 6 
when they contain high concentrations of strychnine, 
arsenic, fluorides, fluorosilicates, and barium salts; 
perhaps yellow phosphorus and thallium sulfate should 
be included, but no product with more than 3% of 
phosphorus or 5% of thallium was encountered. 
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To avoid the misinterpretation of table 3, it must 
be recognized that the group of products cited re- 
flects all the bias present in the larger compilation 
from which these items were selected. The original 
assemblage * was not designed to represent strictly 
the products available on the consumer market. For 
example, foods, food products, and legend drugs were 
omitted. Also excluded were any items that are 
physically impossible to swallow, such as gases, va- 
pors, and large solids, or that are dangerous only 
because of the possibility of their causing physical 
injury, such as pins and glass. Among the categories 
of merchandise that are included, coverage is not 
equally complete for all types. As can be seen from 
table 3, agricultural chemicals are well represented; 
even included are products rarely used by anyone 
except the professional farmer. Other categories of 
products are probably less well represented in rela- 
tion to the numbers of nationally distributed brands, 
but no simple way is known to evaluate the extent of 


TaBLe 3.—Frequency Distribution of Toxicity Ratings of 
Products in Various Categories 


ot Products 

No. of Products with Toxicity Ratings of 

Rated Not Rated,—— 

Type of Product Products % 1 2 3 4 5 6 


Cosmeties (toiletries) 365 wae 68 68. 322 is 
Drugs (buman) ..... 1100 1.9 2.0 32.2 54.4 105 09 
Drugs (veterinary) . 237 1.8 17 18.6 49.8 19.8 
Cleaners (polishes, 

tind 23 144.9 53.7 28.5 
Paints and accessories 736 1.6 0.3 5.8 57.6 36.0 
Insecticides, miti- 

cides, ani so forth 1,344 3.6 0.1 9.2 47.1 30.3 
Agricultural 

fungicides ......... 189 12 4 
Herbicides (weed- 

killers, defoliants) 148 1.3 aie 3 63 26 
Rodentieides ....... 111 9.0 1 46 23 16 
All agricultural 

products ineluding 

miscellaneous ..... 1,929 4.0 0.2 11.4 47.0 29.4 
All nonagriecultural.. 3,295 22 2.0 54.1 19.4 
Total of all types.... 5,224 2.9 15 18.8 51.6 23.1 


coverage for products of various types. For this reason 
the bottom line of table 3, which contains all the 
products in the sample, probably has no general 
relevance. 

There is no evidence, however, that the distribution 
of toxicity ratings within any single category is severe- 
ly distorted by any type of sampling bias. On the 
other hand, not all groups of products are represented 
by equally reliable data. So little is known about the 
acute toxicity of materials used as paint pigments that 
the ratings in this category are correspondingly un- 
trustworthy. In the case of cosmetics, the major diffi- 
culty is the scarcity not of toxicity data but of ade- 
quate information about the composition of many 
brands. Because of the multiplicity of ingredients they 
contain, it is often difficult to assign reliable ratings 
to proprietary medicines. In table 3 drug products 
used in veterinary medicine appear to be more toxic 
than medicaments for humans, but this may reflect 
the omission of all prescription drugs in the category 
of drugs for humans. Some of the veterinary products 
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that are believed to lie in toxicity class 5 are certain 
vermifuges that contain nicotine, arsenic, or fluoride 
and some antiparasite preparations that are intended 
for external use, such as livestock dips containing 
arsenic. 

In studying this collection of commercial products, 
it was noted that ingredients of low toxicity are often 
present in high concentrations, while those of high 
toxicity are usually present in low concentrations. 
Support for this impression was found in analyzing 
the toxicity ratings of the entries in the index of in- 
gredients. This index lists 1,002 chemicals found in 
products of all kinds. Unfortunately, a sampling bias 
was introduced into this array of ingredients when some 
chemicals known to have a very low toxicity, such as 
water, starch, sand, gelatin, and so forth, were dis- 
carded from the index of ingredients. As a result the 
ingredients in the figure are not strictly representative 
of the products in table 3. In a more accurate por- 
trayal than that of the figure, toxicity classes 1 and 2 
would be larger and the others correspondingly 
smaller. 
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Distribution of toxicity ratings of 1,002 ingredients found in 
commercial products. Lethal doses are given in milligrams per 
kilogram of body weight. 


In comparing table 1 with the figure, it can be seen 
that the toxicity ratings of products cluster around the 
center more than do the ratings of ingredients, despite 
the sampling bias in the index of ingredients. This 
must mean that, of those constituents that commonly 
determine the toxicity rating, highly toxic ingredients 
are generally marketed in a dilute form, while in- 
gredients of low toxicity are often found in high con- 
centrations. 

Comment 


Numerical toxicity ratings were proposed origi- 
nally for the use of industrial toxicologists to fill “a 
long-felt need for a simple, understandable expression 
of the degree of toxicity.”* Physicians and clinical 
toxicologists also need a simple scale of reference for 
describing and comparing grades of toxicity. A nu- 
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merical scale, with a parallel set of descriptive phrases, 
is believed to meet this requirement, and specifically 
the six ratings or classes defined in table 1 appear to 
be appropriate for the needs of physicians. As illus- 
trated here, these ratings aid in compiling, analyzing, 
and presenting data about the degrees of toxicity en- 
countered in household chemicals, including com- 
mercially available mixtures. The ratings provide a 
simple and unambiguous way for toxicologists to 
communicate data on toxicity to clinicians. 

Limitations of Ratings.—To use toxicity ratings effec- 
tively, however, the following several implications 
and limitations must be appreciated: . 

1. The rating is based on mortality, not morbidity; it 
is really a rating of lethality. In general a clinically sig- 
nificant illness may be expected to occur after the in- 
gestion of a dose as small as one-tenth the lethal dose. 

2. The rating is based on the acute toxicity of a 
single dose when taken by mouth or by gavage. Other 
regimens and other routes of administration are not 
represented, and the rating tells nothing about the 
toxic hazard, if any, when a product is used in the 
proper or customary way. Of course, alternative sets 
of ratings could be defined, and have indeed been 
proposed’ for other routes of intoxication. Such 
schemes, however, are almost worthless to the phy- 
sician working outside of industry, because, except in 
rare cases, he cannot determine either by the clinical 
history or by a chemical analysis the dose that a 
patient has received in a respiratory or cutaneous 
exposure. 

3. The toxicity rating reflects an estimate of the 
probable or mean lethal dose, not the minimal fatal 
dose. Perhaps because of personal idiosyncrasy, hyper- 
sensitivity, or predisposing disease in the patient, most 
lethal doses recorded in the clinical literature are con- 
siderably lower than those implied by the toxicity 
ratings that were assigned in the index of ingredients.” 
Moreover, the rating is intended to describe the mean 
lethal dose in inadequately treated or untreated 
patients. 

4. The definition of toxicity ratings implies that 
lethal doses are proportional to body weight. In table 
1, common units of measure are used to describe the 
approximate lethal ranges for an adult person of 
average size (body weight of 70 kg. or 150 Ib.). For 
patients who are heavier or lighter, probable lethal 
doses vary proportionately, and they can be estimated 
readily from the values of grams per kilogram of 
body weight given in table 1. The parameter of age is 
ignored because there is no conclusive evidence that 
the influence of age on toxicity can be generalized or 
that it is a major factor in the action of most poisons. 
Since lethal doses are not sharply defined by the 
toxicity classes in table 1, most ratings are thought to 
be valid for patients of all ages, with the possible 
exception of neonatal patients. 

5. The clinical data on only a few substances are 
adequate to establish a toxicity rating. Most values 
were founded upon laboratory determinations of the 
mean lethal dose (LD 5») in small laboratory mammals 
(rats, mice, guinea pigs, rabbits, and sometimes cats, 
dogs, and monkeys). Whenever available, however, 
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clinical data and even clinical impressions have been 
viven precedence, Clearly all the ratings are tentative; 
if necessary, any rating can be revised at any time 
within the framework of table 1. 

6. For most corrosive agents, such as mineral acids, 
alkalies, and bleaches, a toxicity rating has limited 
value. In cases of poisoning due to these agents, death 
is usually the result of a severe injury to local tissue, 
with secondary complications. such as toxemia. shock, 
perforation, hemorrhage. infection. and obstruction. 
The intensity of the local lesion and of its sequelae is 
determined often by the concentration of the cor- 
rosive substance. while the volume and dose are 
secondary considerations. For such agents, no single 
toxicity rating is an appropriate measure of lethality, 
unless the concentration is also specified. No simple 
parameter describes this relation in a way that is 
clinically useful. This means that no rating can be 
assigned legitimately to sodium hydroxide, for ex- 
ample, but that.a product with a specific concentra- 
tion of lve can in theory be rated properly. 

7. The criticism that the toxicity rating does not 
define the lethal dose with enough precision to make 
it clinically usetul is easily answered. As long as 
products available on the consumer market vary more 
than one-hundred-thousand-told in lethality, estimates 
with even a tenfold range of uncertainty are worth- 
while, Whatever the scheme of classification, no rat- 
ing can be more accurate than the clinical and labora- 
tory data on which it is based. Even with old and 
established poisons, current estimates of the mean 
lethal dose in man vary by factors of from 2 to 10. 
Until more precise data on toxicity are available, it 
seems inadvisable to establish a scheme of classifica- 
tion with many small classes of toxicity. 

8. The precision in which toxicity ratings are defi- 
cient is unnecessary insofar as a rating is needed 
for making a prognosis in most cases of poisoning. 
Thus the predictive value of any rating depends upon 
the accuracy with which the size of the ingested dose 
can be established. In most clinical cases of poisoning, 
a precise and accurate statement of the dose is un- 
available. On the other hand, whenever the identity 
of the poison is known, one can almost always make 
some reasonable inference about the size of the dose, 
if only to estimate the correct order of magnitude. 
For most purposes, the toxicity rating does not need 
to be more precise. 

Toxicity Ratings Not Measure of Incidence or Haz- 
ard of Poisoning.—Tables 2 and 3 illustrate another 
use of toxicity ratings and indicate the toxicological 
nature of materials that are sold directly to the con- 
sumer. Because all products, those in common usage 
as well as those seldom used, are counted equally in 
this study, the survey is no substitute for an inventory 
of potential intoxicants in an average home, garage, 
workshop, or farm. 

Similarly, the current analysis does not tell what 
type of product is responsible for the largest share of 
cases of acute poisoning in the home or on the farm. 
To make any predictions about the incidence of 
poisoning, elaborate information is necessary first 
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about the availability of various poisons. Perhaps 
this can be measured crudely by the volume of 
sales, in which case the number of retail units is 
probably more pertinent than the total poundage. 
Other factors also influence the extent to which a 
substance is a toxic hazard. For example, odor, taste, 
color. volatility, stabilitv, packaging labeling, 
size of the retail unit, and conventional techniques of 
storage by the consumer—all contribute to the epi- 
demiology of chemical poisoning. Inherent toxicity 
of an agent is only one and often a minor factor in its 
hazardousness, but it is the only element in the list 
that concerns the physician who must treat a patient 
known to have swallowed a potential intoxicant. 


Summary and Conclusions 


A numerical system of toxicity ratings, modified 
from a scheme used by industrial toxicologists, is a 
potentially useful way for physicians to describe and 
compare degrees of acute toxicity of common house- 
hold poisons. With the aid of information about the 
composition of commercial mixtures and about the 
inherent toxicities of their various ingredients, over 
15,000 specific products on the consumer market have 
been assigned toxicity ratings.” A sample of this com- 
pilation was analyzed in the present study in terms of 
these six ratings to show the range of toxicity encoun- 
tered in various types of consumer goods. In clinica! 
situations, the chief value of a toxicity rating is in 
formulating an immediate prognosis in cases of poison- 
ing when the physician knows what and approximately 
how much of the poison has been ingested. Because 
brands differ significantly from one another, especially 
within certain categories of merchandise, a specific 
rating tor each product is desirable. These ratings are 
clinically serviceable indexes for answering the ques- 
tion, “How toxic is it?” 

43 College St., Hlanover, N. H. 


Table L is reproduced with permission from Gleason, Gosselin, 


and Hodge.* 
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INCIDENCE OF INJURY WITH PESTICIDES 


Bernard E. Conley, Chicago 


The prevention of poisoning, whether by drugs. 
industrial chemicals, or pesticides, is rapidly be- 
coming recognized as a leading health need. The 
pesticides (economic poisons) are an important ele- 
ment in this problem, although, as causes of poisoning, 
they have not always received the consideration that 
their record as causes of injury deserves. 

Today chemicals for pest control are widely used 
in agriculture, in industry, in public health, and 
and around the home. Over 200 basic chemicals in 
approximately 80.000 formulations have been  regis- 
tered under the Federal Insecticide, Fungicide, and 
Rodenticide Act. The basic comporinds vary in their 
capacity to produce injury as is shown in table 
which compares the safetv of 81 common pesticides. 
The starred compounds are those from which fatali- 
ties have been reported. ' 

The degree of risk involved in the usual or custom- 
arv use of pesticides depends on a variety of factors 
other than the intrinsic toxicity of the chemical. The 
form (liquid, gas) and formulation (oil solution, 
wettable powder) of the product; its method of ap- 
plication (mist or coarse spray); frequency, amount, 
and duration of exposure; and other circumstances 
of use all influence the degree of risk. In regard to 
these factors, the following generalizations hold true. 

Poisoning may occur both from single exposures to 
appreciable amounts of a pesticidal agent and from 
frequent, successive exposures to small quantities. 
The use of preparations containing solvents and wet- 
ting agents in the formulation or of finely dispersed 
preparations and the presence of oil or grease on the 
skin facilitates absorption of the toxic products into 
the body. Application under confined conditions such 
as in an unventilated room or lack of suitable pro- 
tective equipment when the preparation is handled 
for prolonged periods or is in concentrated form also 
reduce the safety with which pesticides may be em- 
ploved. 

Types of Accidents 

Injury from pesticides can arise several 
sources: in agriculture, during application to crops or 
during harvesting of crops; in industry, during the 
manufacture or formulation of products: in public 
health work for the control of nuisance or disease- 
carrying insects; or in and around the home, either 
directly through application or indirectly through 
excessive residues on food or excessive atmospheric 
concentrations during crop dusting and community 
fogging operations. Needless to say, injurv has been 
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* Pesticide preparations are being used in the United 
States in about 80,000 formulations with over 200 
basic chemicals. Deaths ascribed to accidental 
poisonings by pesticides over a nine-year period have 
ranged froma high of 151 in 1946 to a low of 104 in 
1952. In about 50% of the cases death has been 
ascribed to arsenic compounds, but in from 10 to 
20% the poison has remained unidentified. In some 
states it is still possible to sell pesticides without ade- 
quate labeling or other information that could help to 
protect the user. The history of a fatal case of poison- 
ing from the occupational use of a mercury-containing 
insecticide illustrates the need of care, especially 
when pesticides are used in enclosed spaces. A sec- 
ond case illustrates the frequent impossibility of get- 
ting the needed information about the identity of the 
active chemical when a physician is called to treat a 
patient who is presumably poisoned. The public must 
be educated in regard to pesticides even if the con- 
stant warnings create anxiety in some users. 


reported in all of these areas. To illustrate, | would 
like to mention some of the more typical cases that 
have been recently reported to the Committee on 
Pesticides. 


On July 14, 1955, the foreman of a British nursery died as 
the result of organic mercury poisoning contracted at work. At 
the inquest it was brought out that the deceased had complained 
of headaches and pain and weakness of the extremities six months 
before his death and had twice been admitted to a hospital for 
his complaints. The headaches were attributed to chemicals used 
in his work and the leg pains to rheumatism. Questioning of co- 
workers brought out that the victim was a careful man, verv 
nervous about insecticides, and one who appeared to be familiar 
with and to observe the recommendations for the use of protec- 
tive clothing and for handling pesticides used in the nursery. The 
coroner's jury found that ethylmercury phosphate, used for the 
treatment of plant-root disease, was responsible for the foreman’s 
death. The Ministry of Agriculture, acting on the jury’s findings, 
considered that the case offered prima facie evidence of a hazard 
from organic mercury compounds to workers in enclosed spaces 
and changed its regulations accordingly.* 

Group poisoning among sprayers using wettable powder for- 
mulations of dieldrin has recently been reported from Venezuela.” 
Ten per cent of a large group (328) of workers using dieldrin 
in the control of Rhodnius prolixus developed illness of varying 
degrees of severity. Those who were most severely poisoned 
manifested convulsions and other symptoms not unlike those ex- 
hibited by workers in a formulating plant who were exposed to 
aldrin, chlordane, and dieldrin. ' ' 

Poisoning by excessive residues of pesticides on crops is un- 
common but not unknown. Recently, a small epidemic (10 cases ) 
of acute nicotine poisoning occurred after the patients ingested 
mustard greens that had been heavily treated once and shipped 
to a metropolitan market the day after being harvested. From 
25 to 50 times the allowable limit (tolerance ) of residue was 
found on the crops on analysis.® Recent reports have been made 
of cases of injury with similar circumstances, associated with 
toxaphene, parathion, DDT, and arsenic.‘ 

Cases of injury from the absorption through the skin of pesti- 
cide residues on food and fiber crops have also been reported. 
For example, several instances of systemic poisoning through 
cutaneous absorption of parathion deposits on plants have been 
reported among workers in orchards, vineyards, and hop fields. 
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Cases of chronic arsenic poisoning have also been reported in 
wool pullers from contact with sheep dip residues, in fruit wipers, 
and in others.’ 


Incidence of Injury 


The incidence of injury from pesticides has been 
extremely difficult to determine. Statistical data on 
nonfatal and fatal poisoning have been scanty and 
misleading, and this has contributed to the miscon- 
ception that pesticide injuries are infrequent or rare. 
In the absence of any ready and reliable index to the 
frequency of such injuries, resort is usually made to 
mortality statistics on accidental poisoning. As_ is 
evident from table 2, no detailed breakdown of the 
chemicals causing fatalities is provided, except for a 
few tamiliar industrial and medicinal chemicals. Even 
fewer (11) categories were provided before the sixth 
revision of the International Lists of Diseases and 
Causes of Death in 1948. It is, therefore, understand- 
able that the belief should arise that the actuarial 
figures for pesticide injuries were so small as to be of 
only minor concern, especially when the data are 
compared with other causes of injury, such as drugs, 
petroleum solvents, and noxious gases. 

Under current methods for recording fatalities due 
to poisoning, most compounds are classified in the 
“other and unspecified” category. A review of the 
substances hidden under this heading was undertaken 
for the Committee by the National Office of Vital 


TaBLe 1.-—Comparison of Safety of Pesticides 
Low Risk Moderate Risk 
Insecticides 


High Risk 


allethrin 

derris* 
methoxyehlor 
p-dichlorobenzene 
Perthane 
propellant (freon) 
pyrethrum* 
synergists 


aldrin, BHC’ 

calcium arsenate,” 
chlordane* 

ehlorothion, DD'T* 

diazinon, dieldrin 

diptherex, endrin’ 

lead arsenute* 

Lethanes*, lindaune* 

malathion, 
metaldehyde* 

naphthalene* 

pentachlorophenol* 

silicofluorides (sodium, 
mereury )* 

sodium fluocride* 

solvents (kerosene and 
others)* 

Thanite, toxaphene* 


demeton (Systox)* 
hvdroven cyanide* 
Met acide® 

methyl bromide* 
nieotine* 
parathion” 

paris green” 
sechradan (OMPA) 
TEP? 


Rodenticides 
Fumarin alpha-naphthylthiourea- arsenious acid* 
Pival “(ANTU) castrix® 
red quill barium cearbonate* phosphorus (yellow)* 
Tomarin zine phosphide sodium fluoroacetate* 
warfarin stryechnine,* thallium* 


Bordeaux mixture 
ecaptan, chloranil 
copper carbonate 
ferbam, glyodin 
manehb, sulfur 
zineb, ziram 


2, -p* 
endothal 

maleie hydrazide 
monuron, diuron 


Fungicides 
dichlone 
dichloroethy! ether* 
lime-sulfur* 
nabam 
pentachlorophenol* 
thiram 


Herbicides 
fuel oils* 
sodium borate* 
sodium ehlorate* 
sodium trichloroacetate 


alkyl mereury salts* 


mereurie chloride* 


phenyl mereury salts 


dinitro-o-cresol* 
sodium arsenate* 
sodium arsenite 


sulfurie acid* 
(ehloropheny! 
dimethylureas) 


Statistics.” The results of this study are tabulated in 
table 3. Pesticide products cause from 100 to 150 
deaths a year or from 6 to 10% of the fatalities asso- 
ciated with accidental poisoning by liquid and solid 
substances. This is in keeping with the findings of 
regional studies on nonfatal poisonings that have been 
conducted by the American Academy of Pediatrics, 
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the American Red Cross, and various poison control 
centers. The most recent reports from these groups 
indicate that injuries from pesticides accounted for 
9.8% of the 3,806 reported cases of accidental poison- 
ing recorded by the Accident Prevention Committee 
of the American Academy of Pediatrics,’ for from 6 


TasLe 2.—Deaths from Accidental Poisoning by Certain Solid 
and Liquid Substances and by Specified Bases 
and Vapors in United States, 1950° 


Total Deaths, 


Substance All Age 
Accidental poisoning by sold and liquid substances ........ 1,584 
Morphine and other opium derivatives .................00. 22 
Barbiturie acid and other derivatives 409 
Other analgesic and soporific drugs 109 
Belladonna, hyoscine, and atropine 2 
Arsenic and antimony, and their compounds .............. Ds 
Other and unspecified solid and liquid substances.......... 204 
Accidental poisoning by gases and vapors ................. 1,764 

Other specified gases and Vapors ..........ccccccccccccccces 105 


* Data adapted trom Vital Statisties-Special Reports, National Sum- 
maries, Deaths and Crude Death Rates for Each Cause, by Race and Sex: 
United States 1950, vol, 37, no. 6, National Office of Vital Statisties, Depart- 
ment of Health, Edueation and Welfare, Feb. 16, 1953. 


to 8% otf the several hundred cases of poisoning re- 
ported to the Washington, D. C., chapter of the 
American Red Cross annually from 1952 through 
June, 1956, and for 6% of the 2,944 cases reported to 
the Poison Control Center of the New York City De- 
partment of Health from April through December, 
1955. Attention is also directed to the rather large 
number of fatal accidents associated with the older 
pesticides. Table 3 shows the surprising constancy 
with which these figures recur from year to year. 


Control of Poisoning from Pesticides 


The control of poisoning due to pesticides is a 
complex problem for which there is no single or pat 
answer. It is generally agreed that increasing the 
public awareness of safety, increasing the use of pre- 
cautionary labeling, and improving the accuracy of 
statistics on poisoning would go far in controlling the 
incidence of unintentional intoxication. 

Increasing the public awareness of safety without 
frightening persons away from the use of pesticides 
is a ticklish problem, It is difficult to make people 
“poison conscious’ without scaring them in the pro- 
cess; yet, we must advise users about the dangers in 
the use of pesticides if we are to improve the safety 
record of these agents. Constant warnings about the 
toxic properties of pesticides undoubtedly tend to 
create anxiety in some users, but this is the price we 
must pay to educate the public. 
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INJURY WITH PESTICIDES—CONLEY 


Precautionary labeling is an important weapon in 
the drive to increase the awareness of safety. Pesti- 
cides used in agriculture are subject to registration and 
labeling when they are sold in interstate commerce 
and within 39 states. Seven states have no law, and 
two states have regulations that pertain to one product 
only. In three other states, the regulations do not ap- 
ply to household and industrial pesticide products. 

The difficulties of obtaining information about 
products sold in those states with inadequate or with 
no regulations is illustrated by the following report 
recently received from a Houston, Texas, physician: 
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facts will stimulate greater awareness of hazards, the 
means for recognizing intoxication, and the prevention 
of accidents. Certain accidents are unavoidable at our 
present level of social and scientific accomplishment; 
however, many other accidents are due to lack of 
information, misjudgment, and gross carelessness. 
While education has been advised, it has not been 
universally applied as a measure to overcome these 
malefic influences. It is through education that the 
control of accidents due to pesticides can be ac- 
complished most. profitably. 
535 N. Dearborn (10). 


TABLE 3.—Deaths from Accidental Poisoning by Pesticides in United States® 


Substances on Death Certificate 1g 

Arsenic mixture 
Chlorinated hydrocarbons! 


Phosphorus 
Naphthalene 
Unidentified! 
Total deaths from solid and liquid substanees ......1,536 104 


147 


152 


os 


W444 


10) 110 


* Data from Moriyama.’ Deaths assigned to categories 
and to 179a, e, h, and x of fifth revision. 
+ Benzene Hexachloride (1), chlordane (1), DD'T (27). dichloroethy! ether 


insect poison (13), 
weed killer (1). 


Under separate cover, | am mailing to vou an insecticide pad 
for your study. The history and effect of it... [are] interesting. 

Early in December this pad was bought from a door to door 
salesman. The company is not listed in the current phone direc- 
tory. An order for more pads was filled through the telephone 
number listed on the pad. Since the first of January this phone 
number is reported as a non-operating number. The local Better 
Business Bureau has no information on this company. The local 
Health Department has no information and no jurisdiction ex- 
cept when used in a public eating establishment. The local Pure 
Food and Drug Office of the Department of Health, Education 
and Welfare claims no jurisdiction. They also said the Depart- 
ment of Agriculture which does control insecticides would have 
no jurisdiction unless it was sold inter-state. Texas has no laws 
controlling sales of such products. 

I am sending you one pad but retaining one other pad in 
reserve. All other pads in the possession of me or my friends 
have been destroyed. I would appreciate hearing from you as 
to the active agent and as to what precaution to the public mizht 
be taken. 


The physician's frustrating attempt to get informa- 
tion on the composition of the product was prompted 
by a suspicion that the product was involved in a case of 
poisoning. Analysis of the product in question showed 


that it contained p-dichlorobenzene. After review of 


this report, the Committee on Pesticides recommended 


that copies of this report be brought to the attention of 


all interested health and regulatory agencies. 
Comment 
By giving the foregoing report, containing case 
reports of poisonings and the statistics on the incidence 
of injury, it was not my purpose to exaggerate the fear 
of the dangers of pesticides. Rather, I hope these 


and sot of sixth revision of International Lists of Diseases and Causes of Death 


-(?), endrin (1), lindane (1), lindane and TEPP (1), toxaphene (4), and other (5). 
} Unidentified compounds: ant poison (4), bedbug powder (1), cotton poison (2), coyote poison (1), fly spray (S), 
moth spray (1), peach spray (1), rat poison (73), roach paste (7), 


fruit spray (4), grasshopper poison (1). 


sheep dip (1). termite poison (1), tobaceo dust (1), tree killer (1), and 
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PRACTICAL MANAGEMENT OF COMMON POISONING 


Jay M. Arena, M.D., Durham, N. C. 


Over 1,500 children die each year from the acci- 
dental ingestion of a poison. These are needless deaths 
and are due not only to carelessness but at times to 
downright negligence. This figure may not appear 
alarming to some persons, but unfortunately the figure 
is far too small and incorrect. The alarming feature of 
this problem, however, is the regularity with which 
various household agents and drugs are ingested by 
children. For most physicians, not many days go by 
without an emergency telephone call from a frantic 
mother who says that her child has ingested some 
poisonous substance. This is understandable, however, 
when one realizes what agents the usual household 
contains today as compared to those agents hazardous 
to children 20 to 30 years ago. We now have deodor- 
ants, depilatories, detergents, herbicides, insecticides, 
rodenticides, petroleum products, stimulants, seda- 
tives, analgesics, and so forth. A discussion of the 
treatment of poisoning due to ingestion of these 
many toxic agents, petroleum products, and drugs is 
encyclopedic and cannot be covered within the scope 
of this paper. However, the practical and general 
principles of the treatment of poisoning due to these 
agents can be outlined briefly. 


General Treatment 


Orally Taken Poisons.—When poisons have been 
taken by mouth, obviously it is important to remove 
the unabsorbed poison. The simplest procedure is to 
induce vomiting. As far as children are concerned, 
vomiting is best induced by having them drink a glass 
of milk after which they should be gagged with the 
finger. The use of warm saline solution or mustard 
water as an emetic is impractical in most instances 
since children refuse to drink this type of concoction. 
If the above procedure does not cause vomiting, gas- 
tric lavage should be instituted at once. The impor- 
tance of emptying the stomach quickly cannot be 
overemphasized, for it is the essence of treatment of 
any type of poisoning and is often a lifesaving pro- 
cedure. Unless the patient is comatose or in cases of 
poisoning due to petroleum distillates and corrosive 
agents, gastric lavage should be carried out in every 
instance. 

Chemical Antidotes: Chemical substances that neu- 
tralize, precipitate. oxidize, or otherwise alter the 
poison to decrease its toxicity or lessen its absorption 
are best administered in the lavage fluid. Activated 
charcoal is c2pable of absorbing large amounts of alka- 
loids like strychnine, morphine, and atropine, as well as 
inorganic substances such as mercuric and arsenic com- 
pounds, Tannic acid precipitates many alkaloidal and 
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¢ The treatment of poisoning by ingestion is as com- 
plex as is the enumeration of poisoning agents. There 
are, however, many practical and general principles 
that may be applied to any case in which a poison 
has been taken by mouth. The essence of treatment 
of any type of ingested poison is the often life saving 
procedure of emptying the stomach as quickly as pos- 
sible. Unless the patient is comatose or in cases of 
poisoning due to petroleum distillates and corrosive 
agents, gastric lavage should be carried out in every 
instance. Where emesis is impossible, chemical anti- 
dotes may be administered in the lavage fluid. While 
specific treatment and supportive measures are of 
great importance, prevention through education is the 
basic means of avoiding these tragedies. 


metallic poisons. An infusion of a strong solution of tea 
may be employed, if powdered tannic acid is not avail- 
able. Magnesium oxide is useful for neutralizing 
mineral acids. The “universal antidote” is a combina- 
tion of activated charcoal, tannic acid, and magnesium 
oxide. 

Potassium permanganate will oxidize various organic 
poisons. It should be diluted to a concentration of from 
1:10,000 to 1:5,000, as more concentrated solutions 
may be irritating, and should be completely removed 
from the stomach by washing with plain water. Milk, 
raw egg whites, and flour or corn starch are generally 
useful antidotes found in the home. Flour or corn 
starch is an especially effective precipitant for iodine, 
and milk and raw egg whites, due to their protein con- 
tent, may act as precipitants for mercury, arsenic and 
other heavy metals. All these substances have demul- 
cent properties also. 

Dimercaprol (BAL, British antilewisite) is a good 
antidote for mercury, arsenic, gold, and cadmium 
poisoning. It is less effective for poisoning due to lead 


and silver and practically ineffective if tissue damage 


is extensive. It should be given as soon as possible, and 
its administration should be continued until the uri- 
nary excretion of the metals is at a minimum. The 
dosage recommended is 3 to 4 mg. per kilogram of 
body weight, given intramuscularly every three or four 
hours. Since this amount is about half the toxic dose, 
undesirable side-effects often occur. These include 
lacrimation, salivation, nausea, vomiting, fall in blood 
pressure level, and pulmonary edema. The administra- 
tion of ephedrine before dimercaprol may alleviate 
many of these symptoms. 

Inhaled Poisons.—In cases of gas poisoning, the first 
act should be to remove the victim from the presence 
of the gas and apply artificial respiration. 

Injected Poisons.—lf an injection of a poison has oc- 
curred, application of tourniquets central to the point 
of injection may slow the rate of absorption. Quanti- 
ties of unabsorbed poison may have to be removed by 
means of surgery and by suction similar to that com- 
monly advised for snake bite. 
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Supportive Measures 


Fluid Therapy.—Administration of adequate amounts 
of fluid is important in all cases of poisoning, especial- 
ly if the poison is excreted in the urine. If the patient 
is conscious and able to swallow, the drinking of copi- 
ous amounts of water is usually indicated. If the 
patient is unconscious or unable to swallow, obviously 
fluids must be given intravenously. 

Artificial Respiration.—Should respiration fail, the 
therapeutic measure indicated is artificial respiration 
administered by a team or by a mechanical respirator 
until the patient either breathes spontaneously or dies. 
The administration of oxygen, with or without carbon 
dioxide, should be used. The use of drugs that stimu- 
late the respiratory center may be indicated; however, 
they are relatively ineffective. Intubation, with the re- 
moval of secretions to insure an adequate airway, and 
parenteral therapy with antibiotics are also of consid- 
erable importance, 

Cardiac Therapy.—In acute cases of poisoning, acute 
failure of the heart may occur because of cardiac 
standstill or ventricular fibrillation. These arrhythmias 
may result from vagal overactivity, asphyxia, or direct 
poisoning of the heart muscle. If the heart is inhibited 
through vagal stimulation, the administration of small 
doses (1/200 grain [0.3 mg.]) of atropine or scopola- 
mine hydrobromide are indicated. Asphyxia should be 
prevented by the establishment and maintenance of 
adequate respiratory exchange and adequate circula- 
tion. 

Shock Therapy.—After a significant drop, the blood 
pressure level may respond to the administration of 
sympathomimetic amines such as levarterenol bitar- 
trate. If the blood pressure level does not respond to 
the administration of these agents, blood, plasma, or 
saline solution given intravenously cr intra-arterially is 
sometimes effective. 

Treatment of Convulsions.—Convulsions due to the 
ingestion of strychnine, picrotoxin, nicotine, cocaine, 
atropine, camphor, and other drugs may be relieved 
by the use of volatile anesthetics or barbiturates given 
intravenously. In severe cases, it may be necessary to 
administer a skeletal muscle-relaxant drug to prevent 
death from fatigue. 


Treatment of Poisoning due to Specific Agents 


Barbiturate Poisoning.—The increased use of seda- 
tives in this jittery age has converted practically every 
family medicine chest into a miniature barbiturate 
warehouse. Approximately 300 people die each vear, 
intentionally or accidentally, through the use of these 
drugs. In England and Australia, the new barbiturate 
antagonists, Megimide (8, 8-methylethylglutarimide ) 
and Daptazole (2,4-diamino-5-phenylthiozole hydro- 
chloride ), have been found to be very effective in the 
treatment of acute and chronic cases of barbiturate 
poisoning. These drugs have also been found to be 
useful in the treatment and/or prevention of intoxica- 
tion due to morphine. 

Lead.—Lead may enter the body via the lungs, 
mouth, or skin. The most serious effects follow inhala- 
tion of lead. Cases of lead poisoning due to inhalation 
of fumes caused by the combustion of storage battery 
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casings have been reported frequently. Other causes 
are paint, lead toys, motor fuel, and lead water 
pipes. 

The most effective method of removing lead is the 
administration of a solution of edathamil calcium- 
disodium (Calcium Disodium Versenate). The drug 
should be given by intravenous infusion only, and the 
concentration should not exceed 3%, The following 
procedure is recommended: Dilute the 5 cc. (1 Gm. ) 
of edathamil calcium-disodium obtained from an 
ampul with 250 to 500 cc. of isotonic sodium chloride 
solution or sterile 5% solution of dextrose suitable for 
intravenous injection. Administer this diluted solution 
by intravenous drip over a period of one hour. This 
dose may be administered twice daily for up to five 
days. If additional treatment is indicated, a two-day 
rest followed by another five-day course of edathamil 
therapy is recommended. The dose for children should 
not exceed 0.5 Gm. per 30 Ib. (13.6 kg.) of body 
weight administered as previously explained. The use 
of edathamil makes available for the first time safe, 
effective therapy without injury to the organs during 
excretion in poisoning due to heavy metals. Edathamil 
calcium-disodium is the calcium chelate of ethylene- 
diaminetetraacetic acid (EDTAA). In the body cal- 
cium is displaced by lead, forming lead chelate which 
is nonionized, nontoxic, water-soluble, nonmetabolized, 
and excreted intact. This agent cannot produce exacer- 
bation of symptoms during the period of therapy. 
Overdosage or prolonged treatment may cause neph- 
rosis, Which clears promptly after therapy is discon- 
tinued. 

Aspirin.—The death rate from poisoning with aspirin 
has increased from 30 to 130 persons a year in the past 
20 years. Since the advent of “candy” aspirin in 1948, 
the incidence of aspirin poisoning has increased by 
leaps and bounds. A six months’ survey among the 
pediatricians in a community of 75,000 persons (40% 
were Negroes, from whom valid statistics were un- 
available) showed an incidence of 54 cases of poison- 
ing due to ingestion of aspirin. Practically all the 
patients were under 5 years of age and took flavored 
aspirin. Not only did it taste like candy, but, in pre- 
vious illnesses, many of the patients had been told that 
it was candy. 

In the treatment of poisoning due to the ingestion 
of aspirin, gastric lavage should be used, followed by 
a saline cathartic. Fluids given orally and parenterally 
should be used to promote excretion. Alkali or molar 
lactate should be given in cases of true acidosis. How- 
ever, in the early stages of poisoning, hyperpnea may 
reduce carben dioxide levels, while the pH is rising. 
Indiscriminate administration of an alkali at this time 
might push a harmless and transitory alkalosis to a 
dangerous level. Three phases of intoxication due to 
the ingestion of aspirin are distinguished: (1) hyper- 
pnea due to direct action of salicyl] compound on the 
respiratory center, resulting in respiratory alkalosis 
with alkaline urinary pH; (2) compensated acidosis; 
and (3) decompensated acidosis, with depletion of the 
alkaline reserve and decrease in blood pH. 

Boric Acid.—Boric acid poisoning has received con- 
siderable publicity of late, and there is no question 
that the indiscriminate use of boric acid over large 
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areas of broken skin or mucous membrane is danger- 
ous. However, the small amount present in baby pow- 
ders, used mainly as a buffering and fungistatic agent, 
is safe for normal use. The symptoms of boric acid 
poisoning are erythema and exfoliation of the skin, 
vomiting, inanition, dehydration, and convulsions. 
Treatment consists of the removal of the source of 
boric acid, and the administration parenterally of fluids 
and barbiturates to control the convulsions. 

Insecticides.—Insecticides of many types are found 
about the home. The agents, such as chlorophenothene 
(DDT), containing chlorinated hydrocarbon groups 
have been widely publicized, and the dangers are well 
known. However others, such as parathion, tetraethyl- 
pyrophosphate (TEPP), and hexaethyltetraphosphate 
(HETP), containing the organic phosphate group are 
highly toxic, and their dangers are not well recognized. 

Symptoms: Symptoms are due to muscarine-like and 
nicotine-like effects and effects on the central nervous 
system, like those caused by physostigmine salicylate, 
that are attributable to the accumulation of acetylcho- 
line. Gastrointestinal disturbances, sweating, salivation, 
miosis, involuntary defecation and urination, confusion, 
muscle weakness, and generalized convlusions comprise 
the list of symptoms of poisoning by insecticides. 

Atropine, although specific in its action against the 
parasympathetic effects of certain insecticides, does 
not help the muscular weakness. Therefore, the use of 
artificial respiration may be required for many hours. 
Suction to clear the airways and oxygen given under 
positive pressure should be used if pulmonary edema 
occurs. In such cases, the use of a respirator may 
prove to be lifesaving. Respiratory depression con- 
traindicates the use of morphine. Pronounced changes 
in electrolyte levels and serum pH may require the 
administration of adequate amounts of calcium and 
sodium bicarbonate. 

Kerosene.—A common type of poisoning in children 
in the South is that due to the ingestion of kerosene, 
which is sometimes left carelessly in the house in a 
soft-drink bottle. Thirsty toddlers sometimes sample 
the liquid. In the treatment of poisoning due to the 
ingestion of kerosene, the millenium perhaps has not 
been reached, but the bulk of the experimental and 
clinica] evidence would indicate that the use of emetics 
and gastric lavage are contraindicated. The risk of 
aspiration and pneumonitis far outweighs the occasion- 
al toxic manifestation and involvement of the central 
nervous system due to gastric absorption. The admin- 
istration of antibiotics (to prevent the development of 
bacterial pneumonia) should be started early. Pul- 
monary edema can be combated by the administration 
of oxygen and a 50% hypertonic solution of glucose. 
The administration of adequate fluids is essential. 
Blood transfusions may be indicated. Nikethamide 
and/or caffeine are valuable stimulants for depression 
in such cases, 

Moth Repellents—Mothballs and moth-repellent 
flakes and cakes most frequently contain p-dichloro- 
benzene. Since halogenation of aromatic compounds 
decreases toxicity, ingestion of p-dichlorobenzene rare- 
ly causes poisoning, but prolonged exposure to its 
fumes will cause damage to the liver and cataracts. 
Some moth repellents contain naphthalene alone or 


COMMON POISONING—ARENA 1343 


combined with p-dichlorobenzene. A few contain 
camphor. As little as 2 Gm. of naphthalene has caused 
fatal poisoning in a child. However, the fatal dosage 
of this repellent in most cases is considerably larger. 
Naphthalene poisoning should be treated with gastric 
lavage or the administration of emetics, Fluids should 
be given in large amounts orally and parenterally to 
decrease the concentration of the poison in the urine. 
During convalescence from severe intoxication, the 
diet should be high in carbohydrates and vitamins, 
moderately high in protein, but low in fats to promote 
the regeneration of liver tissue. Several cases of hemo- 
lytic anemia have been reported after the ingestion or 
exposure to this agent. 

Fluoride.—Intoxication due to sodium fluoride or 
sodium fluorosilicate (NasSiFs) results from the in- 
gestion of certain commercially available roach or ant 
powders. Ingestion of appreciable amounts of sodium 
fluoride causes death within eight hours unless the 
patient is promptly treated. 

In the treatment of this type of poisoning, lavage 
with calcium chloride or calcium lactate, which 
changes the soluble sodium fluoride to the insoluble 
and relatively innocuous compound, calcium fluoride, 
should be started immediately. Large quantities of 
milk may be given if calcium chloride or calcium lac- 
tate is not available. Calcium should also be admin- 
istered intravenously or intramuscularly. Supportive 
treatment should be given as needed. 

Carbon Monoxide.—Carbon monoxide is a gas with 
approximately 300 times the affinity of oxygen for 
hemoglobin. It decreases the rate of dissociation of 
oxygen and hemoglobin. Less oxygen is present in the 
blood, and a smaller proportion of oxygen is freed in 
the tissues. It, therefore, produces anemia and anoxia. 
The administration of oxygen with the use of a mask 
hastens the removal of the poison. 


Prevention 


Since incidents of poisoning usually involve children 
under 5 years of age, the incidents are due to some- 
one’s carelessness and neglect. It is paramount, then, 
in prevention to protect these children. Parents, there- 
fore, need to be educated to an understanding of the 
changes that have made the American home a hazard 
instead of a haven. Physicians need education, too, so 
that they may be alert to the new toxic drugs or house- 
hold agents. Manufacturers of drugs and household 
agents also should be made aware of their responsibil- 
ities (i. e., to furnish more informative labeling and 
so forth) in the prevention of these tragic accidents. 

Summary 

Not many days go by without most physicians get- 
ting an emergency call from a frantic mother stating 
that her child has ingested some poisonous substance. 
The alarming feature of this problem is the regularity 
with which various household agents and drugs are 
swallowed by children. This is understandable, how- 
ever, when one realizes that there are over a quarter 
of a million different trade-name substances on the 
market today. The general treatment as well as speci- 
fic therapy for poisoning by some of the common types 
of agents is, therefore, important. 
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AT CHILD POISONING 


John H. Foulger, M.D., Wilmington, Del. 


Each year at about this time the National Safety 
Council publishes a little book entitled “Accident 
Facts.” It gives the number of fatal accidents in the 
United States in the previous calendar year. It lists 
them by place (industry, farm, or home), by cause, 
and sometimes by the age of the victim. 

Each year for several years, under the title How 
People Were Killed in Home Accidents, there have 
appeared two figures of interest to us today. In mag- 
nitude they vary little from vear to year. For 1953 
they are total fatal home accidents, 29,000, and 
deaths from solid or liquid poisons (including medica- 
ments ). 1,200. The ages of the victims who swallowed 
solid or liquid poisons, including medicaments, are 
usually charted. Among children under 5 years of age, 
the number of deaths for several vears has been 
approximately 400. Of this number, some 20 to 25% 
of the deaths have been due to the swallowing of 
medicaments. 


Programs of Various Groups 

This continued pattern of deaths of young children, 
with its implication of the occurrence of many unre- 
ported, nonfatal, but nevertheless serious cases, has in 
recent years attracted much attention from pediatri- 
cians. In 1950, the American Academy of Pediatrics 
appointed a committee on accident prevention. From 
its inception, the committee has been very active. Its 
work has led to a rapidly increasing number of poison 
control centers and to professional and public discus- 
sions of the problem. 

Manufacturers of chemicals have been cognizant 
for many years of this annual toll of 1,200 lives in the 
home and have given much thought to means of pre- 
vention. A program of prevention must involve two 
phases. The first is prevention of incidents of misuse, 
whether accidental or intentional. The second is pre- 
vention of the serious outcome of such incidents. The 
first phase must involve, in part, the activity of the 
manufacturer and marketer of household chemicals. 
The second, the prevention of serious outcome, must 
be primarily the responsibility of the medical profes- 
sion. In this phase, however, clinicians can benefit 
from advice from physicians who work in or with the 
chemical industry and who have special knowledge 
of the pathological changes produced by chemicals. 

In 1944, the Manufacturing Chemists’ Association, 
representing manufacturers of some 90% of the chem- 
icals produced in the United States, appointed a 
permanent committee on labels and precautionary 
information. This committee has formulated basic 
principles of labeling, which are now relied upon by 
a number of states (California, [linois, Oregon, New 
York, and New Jersey) and by the Territory of 
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¢ The labeling of chemicals has come to embody 
many principles of safety, but it cannot be the sole 
means of protection for children. Labels are for those 
who can read. Reasonable behavior in parents and 
all other adults is the only sound method of reducing 
the number of accidents in which children swallow 
household chemicals or drugs. Information about 
active ingredients can be obtained by telephone from 
manufacturers or from poison control centers. Treat- 
ment can be specific if the poison is known to be an 
acid or alkali or a nerve poison of the organic phos- 
phate type. In most cases the prompt induction of 
vomiting by putting a finger down the throat or drink- 
ing warm salt water will remove much of the offend- 
ing material from the child’s gastrointestinal tract. 


Hawaii and the City of New York, in setting up regu- 
lations on labeling. These basic principles have been 
accepted by the International Association of Govern- 
mental Labor Officials. In recent years, a committee 
that is almost parallel in function has been formed 
by the Chemical Specialties Manufacturers’ Associa- 
tion, This organization is particularly interested in the 
marketing of small household packages. 

Over many years, the larger chemical manufacturers 
on an informal basis have followed a procedure quite 
similar to that of the new poison control centers. Thus, 
for some 20 years, on the behalf of one manufacturer, 
[ have personally given advice by telephone to any 
physician in the United States who has asked for help 
in handling a case of chemical poisoning. Any physi- 
cian can call me day or night, whether I am in my 
home or in my office. 

Other industrial organizations are always ready, 
when opportunity is given them, to give advice and 
to investigate cases of poisoning. Among these, the 
National Paint, Varnish, and Lacquer Association is 
especially concerned with injury caused by use of 
their products, including those containing lead. 


Reasons for Concern of Manufacturers 


it is clear that the chemical industry cannot be 
indifferent to the problem of poisoning. Under com- 
mon law, he who makes, sells, or distributes an article 
that is inherently dangerous to health assumes a duty 
to the user and to those who may be expected to 
participate in or be in the vicinity of the use of the 
article. This duty is to warn the user of the hazards 
to health involved in the proper use of the product. 
Failure in this duty makes the manufacturer, vendor, 
or distributor liable for monetary damages. In these 
days, such damages may be large amounts of money, 
but the manufacturer’s concern over injuries by its 
products is not solely due to financial self-interest. The 
modern manufacturer realizes that, as Governor 
Knight of California so recently said, “financial losses 
can be recovered—lives never.” In these days of a 
highly industrialized country, I, acting as a manufac- 
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turer, may make items that you, as a citizen, use; 
however, as a citizen, I may also be the user of your 
products. If I subscribe to an attitude of indifference 
toward injury caused by my products or your prod- 
ucts, | or my family may be the victims, My child or 
grandchild could well be one of the 400 young chil- 
dren appearing as a statistic in “Accident Facts.” 
From many years of association as a physician with 
committees from the chemical industry, I have learned 
that the chemical manufacturer is acutely aware of 
the need for concern. 


Prevention of Injury by Household Chemicals 


Problems in Prohibition of Harmful Chemicals.— 
Several suggestions have been made for the preven- 
tion of injury caused by household chemicals. Extrem- 
ists demand that harmful chemicals should never be 
sold for household use. They advocate absolute pro- 
hibition. This attitude, of course, is impractical. We 
are not all children under 5 vears of age. Adults de- 
mand new tools that will lighten household chores 
and make life in general more attractive. What they 
demand, they get. The manufacturer of a particularly 
hazardous chemical may refuse to market it for use 
in the home. He may strongly advise against its use 
in the home. Yet, if the householder demands it, it 
will enter the home, for no manufacturer can police 
the whole country. Without his knowledge, the prod- 
uct that he has proscribed for household use can be 
bought surreptitiously from jobbers and packaged by 
others for home use. Too often, the individual pack- 
ager and marketer of the compound is not sufficiently 
experienced to realize the harm he may do. 

The tragic episode several years ago caused by the 
use of a diethylene glycol solution of sulfanilamide 
stemmed from the initial refusal by a large manufac- 
turing company to sell the solution tor pharmaceutical 
use. The chemist who wanted to use it bought it from 
a jobber. The jobber had received it for quite different, 
industrial applications. 

During the last two or three years. | have personally 
spent much time and effort in trying to persuade 
surgeons not to use new, ill-defined and untried plastic 
materials as prostheses in humans without first making 
a long-term test in animals to determine suitability 
and safety. In this, I have so far had very little suc- 
cess. If the public, or any section of the public, de- 
mands a particular product for its use, it sooner or 
later gets it, regardless of the wishes and plans of the 
initial manufacturer. 

Problems in Labeling.—Labeling of household pack- 
ages of chemicals has been advocated as an infallible 
solution to the problem. From some quarters arises the 
cry, “Give us a labeling law.” Labeling has been care- 
fully studied by chemical manufacturers for many 
years, While the principles of labeling of the Manu- 
facturing Chemists’ Association committee are pri- 
marily intended for use by makers of industrial 
containers of chemicals, the problem of household 
packages has not lacked consideration. 

The M. C. A. labeling principles require that a label 
on an industrial container carry the following items: 
(1) the name of the product, preferably the chemical 
name; (2) a single word—“danger!” “warning!” or “cau- 
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tion!”—that expresses the relative severity of the haz- 
ard that the product affords; (3) a statement of the type 
of hazard, such as “causes burns,” “rapidly absorbed 
through the skin.” or “vapor extremely hazardous’; 
(4) precautionary warnings, such as “avoid contact 
with the skin or eyes” or “keep away from heat or 
open flame.” In the words of a federal statute con- 
cerning the labeling of insecticides, the label should 
constitute “a warning or caution that may be neces- 
sary and if complied with adequate to prevent injury 
to living man.” We consider the words “if complied 
with” to be key words. When an industrial product is 
extremely harmful, the label may carry the word 
“poison,” perhaps a skull and crossbones, and, in addi- 
tion, a recommended simple first-aid treatment. 

The immediate application of these principles of 
labeling to household packages of chemicals is not as 
simple as it may appear, especially when we remem- 
ber that we are concerned with the protection of young 
children, Industrial centainers of chemicals are large 
and offer large surtaces for labeling. Household con- 
tainers are small, with little available surface for 
labeling. 

Containers of industrial chemicals need not carry 
directions for use. The company buying the chemical 
is presumed to know how it wants to use it. It can 
obtain additional technical assistance from the original 
manufacturer in the form of bulletins or by word of 
mouth or letter. The household container must carry 
directions for use, sometimes rather detailed direc- 
tions. The householder is not presumed to be skilled 
in the use of chemicals. and improper use may cause 
damage to property as well as to health. Thus, little 
space may be left on the label for precautionary 
statements. Yet, to be effective, such statements must 
be legible and in such contrast with the other words 
on the label that they at once attract attention. A label 
that can only be read with a magnifying glass is in- 
effective. 

In industry, chemicals may injure by passage 
through the skin, by contact with the skin, or by pas- 
sage through the respiratory tract. Except in horseplay 
they are seldom swallowed. Thus, the hazards of skin 
contact, penetration, or inhalation alone need be con- 
sidered in the labeling. Injuries to children from house- 
hold chemicals are almost entirely due to ingestion. 
To add such phrases as “harmful if swallowed” or 
“may be fatal if swallowed” to an already congested 
label space increases the problem of available space. 
One cannot omit all reference to other hazardous 
physiological routes, for adults must also be protected. 
We cannot design the label for the benefit of children 
alone. 

It is a basic principle that labels should indicate the 
degree of hazard associated with proper use of a 
product. Apart from medicolegal implications of labels 
bearing too little or too much information, it would 
be extremely costly in industry to suggest for the use 
of harmless, common salt the same precautions, special 
handling equipment, special ventilation, and personal 
protective devices for workers that are necessary for 
safe use of dangerous chemical products such as 
tetraethyl lead. In the home, and especially when 
young children have to be considered, the problem is 
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different. The home is not and cannot be equipped 
from the point of view of safety in the same way as 
is an industrial plant. To a young child anything other 
than water, milk (usually), or the child’s own proper 
diet may be harmful or even fatal if swallowed. To a 
child, there may be only one degree of hazard. 

Should manufacturers, therefore, discard the prin- 
ciples of good labeling and mark every chemical for 
home use as “harmful if swallowed” or “may be fatal 
if swallowed,” or, as some demand, should manufac- 
turers label all household packages solely with the 
word “poison”? If anything that the young child swal- 
lows other than water, milk, or his own proper dict 
could injure him, then logically we should label as 
hazardous mustard, table salt, pepper, vanilla extract. 
and in fact almost everything chewable or ingestable 
in the home. This is obviously absurd. Further, the 
medicolegal problems involved in overemphasis or 
underemphasis of the degree of hazard attending the 
proper use of products hold for products used in the 
household as much as for those used in industry, and 
they cannot be neglected. It can be seen easily that 
the problem of labeling is not a simple one. 

The causes of death in the home as listed by the 
National Safety Council show that for children of 
under 5 years of age the causes of death in order of 
decreasing magnitude are mechanical suffocation. 
1,420; fires, 1,210; poisonous gases, 500; chemicals 
(solids or liquids), 410; falls, 380; firearms, 100; and 
others not specified, 2,500. (The figures, given in 
round numbers, are averages for the vears from 1951 
through 1954.) We do not label everything that might 
cause a fall or the mechanical suffocation of a child. 
We do not label firearms or matches. 

For whom is the label intended? Obviously not for 
the child. If intended for the parent, it will be effective 
only if read and its warning heeded. Is the warning 
actually heeded? 

Report of Recent Accidents: Here are examples otf 
recent accidents that were reported to me. A young 
mother was painting her kitchen. Her boy, about three 
vears of age, was playing nearby. She was called to 
the telephone. When she came back into the kitchen. 
the child had one foot in the paint can. She removed 
the boy's foot from the paint can and began to remove 
the paint from the boy by using turpentine. She was 
again called to the telephone. When she returned, the 
child was drinking the turpentine. Would any label 
have prevented this incident? Suppose the mother had 
carefully placed the paint can or the turpentine can 
on a she’f t':.t she thought would be out of the reach 
of the child. Could anyone predict that the boy, at- 
tracted by either of these cans, would not have climbed 
on a box, chair, or table to reach the shelf and would 
not have fallen and broken an arm, leg, or his neck? 

In a western state another accident occurred. Three 
children swallowed a solution of a weed killer. It hap- 
pened in this manner. The father had made up a so- 
lution to be used in the yard, He put the portion left 
over in an ordinary gallon bottle. The solution was 
yellow-colored. The mother, thinking it was fruit 
juice, put it on a cellar shelf with other bottles of 
fruit juice. On a hot day the children were thirsty. 
She gave each a glass of the yellow-colored solution 
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of weed killer to drink. Luckily, it was relatively harm- 
less, and no injury resulted. The original package of 
chemical weed killer was properly labeled according 
to federal and state laws. 

A third incident does not involve a child, but it 
illustrates the attitude of adults toward labeling. A 
worker, addicted to drinking wine, decided to take a 
last drink before going on the night shift at his plant. 
He went to a cupboard, took down a wine bottle con- 
taining a reddish liquid, poured out a glassful, and 
drank it. About 2 a. m.. he suffered severe abdominal 
pain and became dizzy and nauseated. He decided 
to go home but collapsed before he could get out of 
the plant. While still conscious. he was able to tell 
his fellow workers that he had drunk not wine but 
antifreeze containing ethvlene glycol, which had re- 
cently been drained from the radiator of his auto- 
mobile and stored in a wine bottle in the wine 
cupboard. He had left the original wine label intact. 
The liquid looked like some of his wine. 

Labeling could not have prevented any of these 
incidents. Indeed, it could not conceivably prevent 
some 20 to 25% of the deaths of young children re- 
ported yearly as due to medicaments. Barbituric acid 
and its derivatives and. recently. aspirin the 
salicvlates are the major single causes of deaths of 
young children in the home. Drugs are labeled in the 
original containers received by the pharmacist, but 
they seldom enter the patient's home in labeled boxes 
or bottles. They usually carry only the physician's 
directions, such as “Take two pills before meals.” When 
the therapeutic need for a drug is ended, the drug 
may be set aside. A tew weeks later no one in the 
household, not even the patient. may remember that 
it is in the house. Sometimes no one remembers what 
the drug really was. The patient may never have 
known. It would be a very difficult matter to remedy 
such situations by means of a labeling program. 

Problem of Proper Naming: The proponents of 
labeling as a cure for our problem demand that the 
name of the hazardous chemical be on the label. We 
consider this to be good practice and essential in in- 
dustrial labeling, but would it be as effective in label- 
ing a household product? The argument in favor of 
this practice is that, with the name of the product 
on the label, the attending physician will at once 
know how to treat his patient. If | were to tell a physi- 
cian, however, that I had swallowed p-aminobenzoyl 
diethvlaminoethanol, or (2.4-dichlorphenoxy ) acetic 
acid, or ortho-ortho-dicthyl-ortho-p-nitrophenyl thio- 
phosphate, how many physicians would know what 
these compounds were, what their toxicological actions 
are, and how to treat me? The first, as a matter of fact, 
is procaine. The second is a relatively harmless weed- 
killer, usually termed 2.4-D. The third is a deadly 
nerve poison, an insecticide called parathion. These 
three compounds have common names, but a majority 
of the new chemicals manufactured every year and 
perhaps introduced into the household may not yet 
have a common name. 

No scheme of labeling, therefore, can be considered 
as a sole, satisfactory means of preventing incidents 
leading to injury of young children, Labeling of all 
materials with the same words ultimately leads to the 
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disregard of all labels. This would be a very danger- 
ous situation for adults as well as for children. The 
supplying of a proper label is only a step in a pre- 
ventive program, and this step must be used with 
reason and care. Labeling must be supplemented by 
education and by the use of common sense. Chemicals 
are tools. Any tool used with care and good sense can 
offer great benefits. Any tool used with carelessness 
can create great harm. 

Need for Care and Good Sense.—If one carefully 
studies the causes of fatal accidents in the home, in 
industry, and on the highways, one must admit that 
by far the greater proportion is due fundamentally 
to lack of care and good sense. We cannot expect the 
child to use care or to have the required degree of 
knowledge. The parents must employ care and good 
sense on behalf of the children. 

It is noticeable that, among the causes of fatal 
injuries to children under 5 years of age listed in 
“Accident Facts.” sharp-edged or pointed tools, such 
as knives, forks, or icepicks, do not appear. They are 
in the home. Presumably, therefore, the parents keep 
them away from children or children away from them. 
This, no doubt, is the result of experience. It should 
not be too great a burden to keep all medicaments 
and all chemical household tools away from children. 
None is harmless to a child regardless of whether it 
is labeled. Ali products should be treated with the 
same respect in the home as are sharp-edged tools. 

Comment.—The manufacturers and marketers of 
chemicals are continuing their efforts to find a good 
scheme of labeling. Good labeling practices will not 
necessarily result from legislation. A label is useful 
only so long as it is read and its information is fol- 
lowed. The removal of labels from original containers 
and the storing of contents of originally labeled con- 
tainers in other containers that are not labeled are 
common practices in the home. These are important 
causes of injury caused by household chemicals. They 
are definitely a major factor in deaths of young 
children. 

Since carelessness and lack of common sense are 
involved in a majority of the accidents occurring in 
the United States each year, the inculcation of prin- 
ciples of reasonable and sensible behavior in parents 
and, indeed, in all adults is the only sound method 
of reducing the number of incidents in which children 
swallow household chemicals or drugs. The use of 
proper labeling must not be neglected, but its eff- 
ciency will definitely depend upon the reasonable 
and sensible behavior of parents. 


Prevention of Serious Outcome 


I have stated that the second phase of our total 
program of prevention—the prevention of serious out- 
come of incidents in which children swallow house- 
hold chemicals and drugs—is primarily the province 
of the clinician. I have also stated that he may, per- 
haps, be assisted by physicians in industry who have 
special knowledge of the pathological changes pro- 
duced by chemicals. 

The establishment of poison control centers is a 
great step in the direction of the prevention of serious 
injury. They can be a very powerful means of educa- 
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tion for both parents and physicians. A high per- 
centage of accidents can be prevented from reaching 
a serious result if parents are taught the vital impor- 
tance of promptly removing the offending material 
from the child’s digestive tract. In most cases, the fin- 
ger put down the throat or the drinking of warm salt- 
water should be adequate to induce vomiting. If the 
offending material is a strong alkali or acid, however, 
vomiting can be harmful. In such cases, dilution of 
an alkali by the drinking of a copious amount of citrus 
fruit juice or dilute solution of vinegar or of an acid 
by the drinking of a dilute calcium hydroxide solution 
(lime water) can reduce the possibility of injury. 
Any first-aid procedures recommended must be simple 
and must require only materials available in even the 
poorest homes. 

The mother should be warned that she should start 
these first-aid procedures as soon as she discovers 
that her child has swallowed the drug or chemical. 
Let someone else call the physician. The most efficient 
first aid can be rendered within the first few minutes 
after the swallowing has occurred. 

Subsequent medical treatment. of course, is also 
important. I would like to issue a caution. In the gen- 
eral field of clinical medicine, the old concept of a 
specific clinicopathological pattern produced by a 
specific etiological agent has tended to move into the 
background since the sulfonamides and_ antibiotics 
have allowed the control of many acute infections. 
We do not know the causes of many of our major 
chronic diseases, if for any a single cause exists, How- 
ever, it is unfortunate that physicians still hold to the 
old concept when we talk of injuries caused by chem- 
icals. Much valuable time may be wasted by the 
physician in asking “what chemical product did the 
child swallow?” Even if that information is immedi- 
ately available, of what use is it? Chemical technology 
is proceeding so fast that in many cases the composi- 
tion of new household tools may change frequently. 
Next week, for example, a paint called Yellow A may 
not contain the same solvents as the paint with the 
same name contains this week. When the chemical 
is a new one, the ultimate pattern of injury that it 
may produce may not have been described satisfac- 
torily even as it occurs in experimental animals. This 
is not due to indifference of the manufacturer but to 
the limited number of laboratories and _ personnel 
qualified to carry out the testing. 

In the early stages, injury caused by swallowed 
materials may show no specific pattern but rather the 
general pattern of severe stress, approaching shock. 
The action of the respiratory and circulatory systems 
must be conserved. The liver and the kidneys are most 
apt to be influenced either indirectly by disturbance 
of their circulation or directly by action of the swal- 
lowed foreign chemical on the functioning cells. 
Vomiting may change the acid-base balance, Renal 
failure may change fluid and electrolyte balance. By 
anticipating the possibility of changes in these symp- 
toms and organs, by giving oxygen to combat even 
incipient hypoxia, by attending carefully to the acid- 
base balance of the blood, by conserving liver and 
kidney function, and by carefully watching and treat- 
ing abnormalities of fluid and electrolyte balance, the 


> 


1348 LOOK AGAIN, DOCTOR—WIPRUD 


clinician can save many lives even though knowledge 
of the exact agent that caused the injury is not avail- 
able to him. 

Early treatment should be based on sound physio- 
logical principles. The physician should exercise re- 
straint in the use of new drugs and particularly in the 
use of transfusions, unless hemorrhages or acute anemia 
indicate them. There will, of course, be exceptions to 
this general pattern. Such chemicals as the phosphate 

“nerve poisons” require prompt, specific therapy, but 
one should not stretch the concept of specificity too 
far lest, in place of recording a life saved, a doctor 
can merely record an interesting autopsy. 

Summary 
Reduction in the number of serious or fatal poison- 


ings from chemicals in the home involves two phases— 
diminution in the incidence of such cases and reduc- 
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tion in the seriousness of outcome. Proper labeling, 
for example, based on principles set forth in “Warning 
Labels Manual L-1,” published by the Manufacturing 
Chemists’ Association, would help reduce the number 
of cases of injury from chemicals used in the house- 
hold. It would not reduce the increasing number of 
cases due to drugs. The major decrease in the total 
number of cases can come only from education of the 
public to handle chemicals with the same care as 
they would use in handling loaded firearms or sharp- 
edged tools and to keep young children away from 
household chemicals. The seriousness of outcome of 
home poisoning cases can be reduced by early use of 
simple methods of inducing emesis. It might be di- 
minished also by better instruction of physicians in 
the problems of toxicology. 


1001 Orange St. (98). 


LOOK AGAIN, DOCTOR!—AT YOUR OFFICE MANNER 


Theodore Wiprud, Washington, D. C. 


No group receives more unsolicited advice on how 
to conduct their personal affairs than doctors. They 
can hardly be blamed if they find the remedies recom- 
mended for their shortcomings repetitious and boring. 
for it has long been true that very little has been said 
on this subject that has not been said again and again. 
Surprisingly, most physicians take the proffered advice 
in stride, absorbing what they wish and, like most of 
us, not always what they should. 


Advice to Physicians Fifty Years Ago 


Disgruntled physicians would perhaps be more 
cheerful about advice if they were aware how much 
more adult the advice is than that given 50 vears 
ago. For example, one of the leading medical pub- 
lishers in the United States published a book in 1905 
entitled “How to Succeed in the Practice of Medicine.” 
The author was Dr. Joseph McDowell Mathews, past- 
president of the American Medical Association. In the 
preface to his book, Dr. Mathews explains that he 
had been urged by his students to put his thoughts on 
“the business side” of medical practice in writing and 
that he regarded his book as a “heart-to-heart” talk 
with the “boys.” 

The reader soon discovers that Dr. Mathews’ views 
on “the business side” are quite elastic. The chapter 
headings are especially revealing. For example, the 
second chapter of the book is entitled Location. Topics 
discussed are Home, The Old Folks, The Mother-in- 
law, The Office, The “Sign,” Personal Appearance, 
How to Begin, A Larger Field, and Don't Move. The 
next chapter deals with marriage. The subject matter 
here is concerned with Mother, Wife; Reasons, Pro 


Executive Director and Secretary, Medical Society of the 
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Read before the sixth annual Scientific Assembly of the Vir- 
ginia chapter of the American Academy of General Practice, 
Hot Springs, Va., March 2, 1956. 


* The physician’s office can operate smoothly and 
with no hint of confusion. Much depends on his own 
manner, and on the physical arrangements such as the 
window and registration book in the waiting room. 
Much also depends on a courteous and conscientious 
secretary. Perhaps more difficulties for the physician 
stem from the improper handling of patients’ accounts 
than from any other source. Many patients are still 
not completely protected against the costs of medical 
care. Until they are, it will be advisable to tell patients 
who are about to be hospitalized the probable over- 
all costs that may be incurred. Doctors need coopera- 
tion in many aspects of public health and private. 
practice and can do much to win the needed support 
by sympathetically and intelligently applying efficient 
methods in their practices. 


and Con; A Legal Enactment to Control Marriage; and 
Reasons for Not Marrying. I cannot resist including 
a few gems from this chapter on marriage. Dr. 
Mathews quotes a distinguished physician in a large 
citv as saying, “It is not only legitimate but perfectly 
ethical for a moral young doctor to fail in love and 
there are very few wealthy families who do not fancy 
a rising voung physician for a prospective son-in-law. 
Thus business can be combined with pleasure. . . .” 
Dr. Mathews continues: 


While we are considering the business side of this very im- 
portant question, we can afford to be more explicit. A young man 
who has any sort of start in the practice of medicine cannot be 
regarded as a very poor individual from a financial standpoint, 
though it may be that he has no money. Such a one can afford 
to say to the lady in question or contemplation, “I possess the 
equivalent of your ten thousand dollars in my diploma. With it 
as a Certificate of my ability to practice medicine I propose to, 
at least, make the very first year the sum which will represent the 
investment of your money at legal interest, six per cent, namely, 
six hundred dollars.” This would be a revelation, and should 

her that although you may not be a bloated bondholder 
you are not the “poor trash” she took you to be. 


V 
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I am sure that you will agree we have come a long 
way in the last half century. Nevertheless, I have 
often wondered how the advice given today will 
appear to physicians, say, a half-century from now, 
but that is useless speculation. What we are concerned 
with is the present. 


Evaluation of Doctor's Office 


How to cope with the demands of a public more 
enlightened than even a few years ago is one of the 
real problems facing doctors today. Let us begin, 
then, with the evaluation of the doctor’s office from the 
standpoint of efficiency and, as I will try to show 
later, of its relationship to the future of medical prac- 
tice. Parenthetically, 1 do not consider the so-called 
business side of medical practice of primary im- 
portance. In fact, it is decidedly secondary, the pa- 
tient’s welfare, of course, being the first consideration. 
As you well know, physicians can disregard all busi- 
ness rules in the conduct of their practices and yet 
be successful in the best sense of the word. In fact, 
efficiency in medical practice is a two-edged sword. 
Properly applied, it can contribute a great deal to a 
better physician-patient understanding. Improperly 
applied, it may result in a cold impersonal relationship. 

The Danger of Impersonality Whenever | hear the 
charge of impersonality made, I am reminded of a 
physician, now well along in years, who as a young 
doctor became enamored of efficient business methods. 
He was an avid reader of a business magazine that, | 
recall, was known as Success. It was a forerunner of 
the how-to-do-it type of publication that is now so 
popular. It was not surprising that this physician in- 
stalled in his office the most up-to-date record systems 
and equipment. One of the devices suggested to him 
to increase efficiency was a series of numbered form 
letters. Whenever he wished to communicate with a 
patient, he merely told his secretary to send letter 
no. 2 or 13, or whatever letter he thought suited the 
circumstance. One can imagine how cold and lacking 
in personal feeling these communications were. | can 
well understand why in later years this physician's 
practice dropped off sharply. 

As Robert Burns said, it is difficult to see ourselves 
as others see us. In other words, we get so used to 
our environment that, as years go by, things that we 
would have noticed earlier go unnoticed. It is, there- 
fore, a salutary thing for us to get away from our 
environment long enough to see our surroundings and 
the manner in which we carry on our work in a more 
objective light. We have all had the experience of 
leaving home for a long period and, upon our return, 
of observing many things that need attention or that 
are not as they should be. It is the same with our 
offices. 

Obviously, | cannot see a doctor's office through his 
eyes. However, the following observations and reac- 
tions will, I hope, suggest the value of his taking an 
objective look at his surroundings and at the condi- 
tions under which he works. In my opinion, it is the 
only possible way to keep out of a rut. 

Importance of Atmosphere.—There is ne question 
about it—the appearance of the office reflects the per- 
sonality and tastes of the physician or physicians who 
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occupy it. Most important to me is the atmosphere 
of the ideal office. It is subdued yet cheerful, restful, 
and serene. Telephone bells have been muffled. A soft 
buzzer system has been installed, and its operation is 
scarcely noticeable to the patient. The secretary 
moves about quietly, and there are no loud conversa- 
tions. In other words, the office operates quietly and 
smoothly with no hint of confusion. Personally, | 
think a patient reacts favorably to surroundings of 
this sort. After all, whether he is really ill or just slight- 
lv indisposed, such an atmosphere is conducive to 
relaxation. 

The Secretary—Much has been said about the 
office secretary. Some two years ago, the Medical 
Society of the District of Columbia sponsored a panel 
discussion on office management to which the chair- 
man of the committee on public relations and I gave 
the title, Look Again, Doctor! One of the doctors on 
the panel was assigned the topic “Have You Looked 
at Your Secretary Lately?” The topic suggested many 
facetious answers, some of which, the doctor warned, 
had better not be discussed by physicians with their 
wives. On the more serious side, the doctor said, “I 
have frequently remarked that patients do not come to 
the doctor because of his secretary, but they will stop 
coming because of her.” 

Some months back, | visited the office of a group 
of physicians in downtown Washington, D. C. When 
I entered, the secretary was reading a newspaper. She 
never looked up. When I asked her if the doctor was 
in, she said “no” and volunteered no further informa- 
tion—just kept on reading. Finally a doctor whom I 
knew came into the waiting room, and I went with 
him to his office. During our conversation I mentioned 
the voung lady, and | was surprised to learn that she 
was highly thought of by her employer who, by the 
way, was not the doctor with whom I was speak- 
ing. Of course, | did not mention my experience. | 
am fully aware that there are not many secretaries like 
this one, but there are perhaps more than is generally 
realized, 

I feel that a physician should make a point to learn 
what his patients think of his secretary and, if he 
employs other persons than a secretary, the other per- 
sonnel in his office. They have more to do with what 
his patients think of him than he often realizes. They 
may be ever so pleasant and anxious to please him, 
and yet, at the same time, their attitudes may be 
quite the opposite with patients. A good way to learn 
about the secretary's manner toward patients is to 
listen when she is talking to them on the telephone or 
to observe her attitude when she is not conscious of 
the doctor's presence. | hasten to add that 1 am not 
advising eavesdropping but rather close observation. 

The physician who has a capable secretary is for- 
tunate mdeed, and he should, in my opinion, com- 
pensate her accordingly. The same doctor whom I 
have quoted before has paid tribute to the secretary 
by paraphresing one of the greatest passages in the 
Bible, the 13th chapter of the Ist letter written by the 
apostle Paul to the church he founded in Corinth: 

Though I speak with the tongues of men and of angels, but 


have not a good secretary, I am become as sounding brass or a 
tinkling cymbal. 
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And though | have the gift of prophecy, and understand all 
mysteries, and all knowledge, and though I have all faith so that 
I could remove mountains and have not a good secretary, I am 
nothing. 

And though I have studied at the best universities, and have 
attended the noblest clinics, and though my diagnostic acumen 
is the finest and my therapeutic mastery the greatest—and have 
not a secretary who can collect the bills, it profiteth me nothing. 

A good secretary suffereth long and is kind, envieth not, 
vaunteth not herself, is not puffed up; doth not behave herself 
unseemly, secketh not her own welfare, is not easily provoked, 
thinketh no evil; rejoiceth not in iniquity but rejoiceth in the 
truth: heareth all things, believeth all things, hopeth all things, 
endureth all things. A good secretary never faileth. 

And now abideth knowledge, a bedside manner, and a good 
secretary, these three—but the greatest of all is the secretary. 

Quite a tribute indeed! 

Mention might be made of a rule that we have al- 
ways observed in our office. We address .all of our 
employees by their last names, never by their first, 
yet I doubt if there is a friendlier office anywhere. 
What do employees think about this practice? They 
like it, and I am certain it prevents complications that 
frequently arise when people are too casual in their 
relationships. A number of doctors follow this rule. 

Telephone Manner.—A word should be said about 
the use of the telephone. There is no question about 
it, the telephone is not only a great time saver but 
also a time waster. Some persons, I am sure too many 
to suit physicians, are congenitally unable to terminate 
telephone conversations. Admittedly, these patients 
are difficult to handle, but it can be done. One can be 
brief and vet speak in an easy and pleasant manner, 
and, if the patient is not too tenacious, one can bring 
the discussion to an early close. 

Physicians who are badgered by many telephone 
calls would do well to set aside a certain hour or 
hours of the day when telephone calls are accepted 
and made. Exceptions to this arrangement would, of 
course, include real emergencies. I need not say that 
there is nothing that wears down a person more than 
a constant stream of telephone calls. 

The secretary, however, must respond to all tele- 
phone calls. She can do as much as anyone can to 
improve the doctor's public relations if she will observe 
good telephone manners. “Promotion of good will by 
telephone,” one of the doctors on the panel said, “is 
largely a matter of easy tone and pleasant manner, a 
willingness to make service or information easy to 
get, and avoidance of indiscretions.” Secretaries, like 
their employers, have problems with cranky and other- 
wise difficult patients, and, if they are able to cope 
with these patients successfully, they should be given 
proper recognition and encouragement. 

Family in the Office—The physician who spoke so 
highly of a good secretary had the temerity to say to 
the doctors and their wives present at the panel dis- 
cussion: 


As a general rule—keep your family out of the office. Few 
things are more distracting to a secretary than to have the boss’ 
wife flitting in and out, dropping by at odd hours, upsetting the 
routine, checking the records to see who has been in to call on her 
husband, and checking the cash drawer to see how much she 
can appropriate. I think there is even less excuse for the wife 
to help in the office—even once a month for the sending of bills 
and statements. 
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I am sure that many physicians will challenge this 
statement, because I personally know how much 
many doctors’ wives have helped their husbands, 
especially in the early days of their practice. Even in 
later years some wives have been of invaluable assis- 
tance in their husbands’ offices. However, one must 
admit that there is some basis for the criticism. 

Appointments.—Appointments create a problem that 
few physicians have solved to the satisfaction of their 
patients. A procedure adopted by two Washington, 
D. C., physicians may be of interest. As the patient en- 
ters their waiting room, he observes a sign asking 
him to register on one of the pads that are on the ledge 
of the secretary’ window. At the top of one of 
the pads is the name of the doctor he wishes to see. 
When the patient has registered, he can sit down and 
enjoy reading a magazine and know that the secretary 
will check the list frequently and call him in his turn. 
This procedure has been very satisfying to the pa- 
tients with whom I have talked. 

I have always felt that nothing is more distressing 
to a patient than to sit in the waiting room and not 
know whether his presence is known or not. Often 


he sits for a long time, hearing muffled sounds from 


the doctor's office, but no one looks in to see if he is 
waiting. Personally, I feel that this practice is decided- 
ly not good physician-patient relations. 


Financial Records 


Now let us turn for a few minutes to the doctor's 
financial records. My observation is that most physi- 
cians have little interest in them. In fact, they feel that 
the less they have to do with the records the better. 
Many protest that they do not understand financial 
records or statements. My impression as to what they 
really mean is that they are not particularly anxious 
to understand them. 

Requirements for Records.—First, let me say that 
financial records need not necessarily be complex. In 
fact, the simpler they are the easier they are to keep. 
All that is ordinarily required is an accurate and com- 
plete record of income and expenditures. Not long ago 
I had a call from a physician who wanted to discuss 
his financial situation with me. He said that because 
of financial difficulties he contemplated employing an 
efficiency expert. Despite a large practice, he said he 
was running behind. I examined the physician’s rec- 
ords. Although they were rather elementary, they were 
adequate. After some discussion, it developed that it 
was not the doctor’s records that caused the difficulty 
but his reluctance to make a fair charge for his services. 
He thought that if he made fair charges he would 
lose patients. I tried to tell him that he was mistaken 
and that, contrary to his belief that an efficiency ex- 
pert was required, only he could change his situation. 
He would, I said, simply have to make a proper 
charge for his services. | hope that he has taken this 
advice. 

In discussions with doctors, I have gotten the im- 
pression that a large number of them rely entirely 
upon their secretaries where bookkeeping is concerned. 
Undoubtedly, many secretaries are capable of doing 
this work well and accurately; however, I think the 
doctor should not forget that, in the final analysis, he 


V 


Vol. 163, No. 15 


is responsible for his financial records. It is, therefore, 
important that he understand them and, if necessary, 
check them to determine their accuracy. He should 
also be able to explain any item contained in them. 
If he is unable to do so, he may well experience some 
embarrassing moments, especially if he is called upon 
to testify in court. 

The Internal Revenue Service has ruled that or- 
dinarily an accurate and complete record of income 
and disbursements is acceptable. However, the de- 
partment reserves the right to estimate a physician's 
income, if it appears that his statement does not cor- 
respond with the size of his practice. Undoubtedly this 
ruling has contributed to the use of better bookkeeping 
methods in doctor's offices and has probably stimulated 
greater interest in financial records among physicians. 

The heart of the doctor's financial records is his 
accounts for individual patients or what bookkeepers 
call accounts receivable. It is unnecessary to stress 
here how important it is that they be accurate. Too 
many errors are bound to undermine the confidence 
of patients, and, conversely, if properly kept, they 
inspire confidence. 

Itemization and Billing.—The doctor is being re- 
quired more frequently to itemize his bills. Generally 
speaking, insurance companies, medical prepayment 
plans, and other organizations that assume responsi- 
bility for paying doctors’ bills will not pay them unless 
they are itemized. This requirement is being carried 
over into private practice. The patient is more insistent 
than he was previously on being given a bill of par- 
ticulars. Itemization, it is recognized, is not always 
possible, especially for surgical procedures in which 
an over-all charge is made for the operation and after- 
care. 

Perhaps more difficulties for the physician stem 
from the improper handling of patients’ accounts than 
from any other source. It is in this area that imperson- 
ality hurts not only the reputation of the individual 
physician but that of the medical profession as a 
whole. In dealing with a patient concerning financial 
matters, a physician should treat him in the same 
manner as he does in dealing with him medically. If a 
patient does not pay after several billings, he should, 
of course, be sent a letter inquiring the reasons for 
nonpayment. The use of form letters is, to me, most 
objectionable. The physician should write his patient 
in the same manner as he would talk to him. 

A dissatisfied patient should be given an opportunity 
to talk to the doctor personally about his account. 
Very often the physician pushes disgruntled patients 
off on the secretary. Although a physician is very busy, 
it is worth his while to try to reach an amicable settle- 
ment with the dissatisfied patient. 

Many unpleasant situations could be aveided if 
the doctor informed the patient that he was about to 
incur a sizable bill. An estimate of a hospital bill if 
hospitalization is required and the probable cost of 
ancillary services and medical fees should be given. The 
patient usually has little conception of the probable 
cost unless he is informed in advance. When this in- 
formation is not given, the patient may be shocked or 
unhappy to the point that he may become vindictive. 
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Early in 1921, I made my first contact with medicine 
as business manager for two country doctors who had 
decided to establish a clinic in a small Wisconsin vil- 
lage. During the nine years that I was with these 
doctors, I talked with hundreds of patients about their 
bills. The doctors agreed with me that it was a sound 
preventive procedure to tell patients about to be 
hospitalized the probable over-all costs that would be 
incurred. As I recall, with few exceptions the patients 
who objected were those who had no intention of 
paving. 

One of the most active committees in the Medical 
Society of the District of Columbia is the grievance 
committee. Seventy-five per cent of the complaints 
lodged with the committee bv patients against physi- 
cians have to do with fees. Most of the differences 
could have been avoided if the doctor had taken the 
time to talk to the patient or if he had not become 
angry and refused to discuss the problem. The com- 
mittee has unanimously agreed that many misunder- 
standings could have been prevented by the doctor's 
talking to the patient in advance about a sizable bill 
he was about to incur. 

Many of you must be familiar with the recent public 
opinion survey, sponsored by the American Medical 
Association. As it turned out, the results of the 
survey were much more favorable to the medical 
profession than it was anticipated. Needless to say, 
however, the report did not exude all sweetness and 
light. Interestingly, physicians were more critical of 
their profession than the public was. In response to 
the question, “Do you think he [that is, the doctor] 
should tell his patients ahead of time what he thinks 
the cost will be?” 76% of those interviewed thought 
he should tell the cost, and only 12% were opposed to 
his doing so. 


Effects of Medical Insurance Programs 


The matters that I have discussed, while important 
to the physician and hjs patients, would not be of so 
great moment were it not for the fluid economic 
situation in medicine. As most doctors are aware, the 
trend is away from individual responsibility for med- 
ical bills. Most doctors are undoubtedly also conscious 
of the unusual growth of voluntary health insurance 
programs, but I often wonder if they realize the 
extent of this growth and its implications for the future. 

I do not want to bore the reader with many statistics, 
but I do want to present a few that I consider most 
significant. In 1941 only 7 million persons in the 
United States were protected against the costs of 
surgery and obstetrics. This number had increased by 
the end of 1954 to nearly 86 million persons. Well 
over 90% of this protection was written by Blue Shield 
and commercial companies. The rapid increase in 
protection against medical expenses did not take place 
until the 1950's. In 1941, there were only 3 million 
persons who had this protection. By the end of 1954 
there were 47 million. The coverage was again written 
largely by Blue Shield and commercial companies. 

Most significant to general practitioners is the in- 
crease in the number of persons who are receiving or 
about to receive medical care paid for by such third 
parties as Blue Shield, commercial insurance com- 
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panies, and other organizations. A recent report of the 
Health Insurance Council states that, during 1954, the 
number of persons with protection against major med- 
ical expenses nearly doubled, increasing by 83%. 

If the situation that exists in Washington, D. C., is 
comparable to that existing elsewhere, many general 
practitioners have not been fully aware of these de- 
velopments or, at least, of the effect they could have 
on their practices. There is no doubt that the time is 
not far distant when every citizen, even those with 
minimum incomes, will have some kind of insurance 
protection against the costs not only of surgery and 
obstetrics but of general medical care. In other words, 
in another decade or so the person without fairly com- 
plete protection against the costs of medical care will 
be the exception rather than the rule. 

What effect will this development have on the phy- 
sician in private practice? In my opinion, the effect 
depends upon the direction that the health insurance 
movement takes and upon the leadership that the 
medical profession gives to the movement. There is at 
present keen competition between medical society- 
sponsored Blue Shield plans and those offered by com- 
mercial insurance companies. Both are courting a com- 
paratively new arrival in this field, organized labor's 
health and welfare funds. 

Although employers contribute to these funds, the 
control to date has largely been in the hands of union 
officials. Some of the officials have negotiated agree- 
ments with Blue Shield, others with commercial in- 
surance companies, and still others with clinics and 
individual physicians. In a few metropolitan centers, 
such as New York, they have established union- 
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operated clinics on ambitious scales for their members. 
We have a modest clinic of this type for laborers in 
the low-income brackets in Washington, D. C. 

Future Developments.—Will these voluntary efforts 
meet the needs and demands of the persons they 
serve? If not, will the federal or state governments 
intervene? No one, of course, knows for certain the 
answers to these questions. It is a certainty that a 
greater number of people in the United States will 
have their medical bills paid for them. This develop- 
ment will not be to the liking of many physicians, 
because, no matter what type of plan is established 
to provide medical care, whether it be voluntary or 
compulsory, controls are essential. However, there 
is no turning back. Times change, and we are in 
a period in which people are insisting on greater 
security. 

It is my belief and that of many with whom I am 
associated that the hope of the medical profession 
lies in prepayment programs for medical care, as rep- 
resented, at this time, mostly by Blue Shield. Danger 
lurks in a situation in which purse strings are con- 
trolled entirely by interests outside medicine. I would 
agree with physicians, who not only have given a great 
deal of thought to this matter but have sacrificed to 
make medical prepayment plans sponsored by medical 
societies work, that, so far as conditions permit, let us 
do it ourselves. In the meantime, doctors can win 
friends and support for future plans sponsored by 
medical groups by sympathetically and intelligently 
applying more efficient methods in conducting their 
practices. 

1718 M St. N. W. (6). 


TREATMENT OF PARALYSIS AGITANS WITH ORPHENADRINE (DISIPAL) 
HYDROCHLORIDE 


" RESULTS IN ONE HUNDRED SEVENTY-SIX CASES 


Lewis J. Doshay, M.D. 


and 
Kate Constable, M.D., New York 


Akinesia, weakness, tiredness, and mental depres- 
sion are frequent and disturbing symptoms of paralysis 
agitans (Parkinson’s disease). To some extent these 
are helped by current drugs such as amphetamine 
sulfate, cycrimine (Pagitane) hydrochloride, and _tri- 
hexyphenidyl (Artane, Kemadrin) hydrochloride. How- 
ever, much is left desired in terms of relief to many 
sufferers. Moreover, some patients who are benefited 
cannot employ analeptics to advantage because of 
the aggravation of tremor. The new drug, orphenadrine 
(Disipal) hydrochloride, that we are here to report 
on has proved exceptionally beneficial in the control 
of the above and other symptoms of Parkinsonism, 
without increasing tremor. It has been under study 
and use in Holland, England, and other European 


From the Neurological Institute of the Presbyterian Hospital 
and the Department of Neurology, College of Physicians and 
Surgeons, Columbia University. 


* Orphenadrine in doses generally of 50 mg. thrice 
daily was given to 176 patients with paralysis agitans. 
It was found to be compatible, and at times syner- 
gistic, with current anti-Parkinsonism agents, so that 
no changes in the previously established regimens of 
the patients were necessary. It brought some mitiga- 
tion of symptoms to 98 of these patients, with striking 
benefits in some. There was relief of objective symp- 
toms like sialorrhea, diaphoresis, oculogyria, and 
blepharospasm, with reduction of rigidity and tremor. 
In addition, subjective complaints of weakness, 
fatigue, and depression were frequently relieved by a 
marked euphoriant, energizing effect. Side-effects 
were few and were obviated by reducing the dosage. 
It was least effective in patients in whom major tremor 
was the dominant symptom, and the percentage of 
patients showing improvement was somewhat higher 
in the postencephalitic group than in the idiopathic 
and arteriosclerotic groups. 
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countries for several years, with reportedly favorable 
results.’ It has been under study by us for over a year, 
and we have come to regard it as an invaluable aid 
to the therapy of this disease. 


Chemistry and Pharmacology 


Chemically, orphenadrine hydrochloride is #-di- 
methylaminoethyl-2-methylbenzhydryl ether hydro- 
chloride. It is an ortho-methyl congener of diphen- 
hydramine hydrochloride, with the following struc- 
tural formula: 


CH, 
CH CH 
3 CH; 


orphenadrine diphenhydramine 

Pharmacologically, orphenadrine is characterized 
by central nervous system stimulation, in contrast to 
diphenhydramine, which has a soporific activity. The 
ortho-methy] position of the compound serves to render 
it strongly anticholinergic and very weakly antihista- 
minic. Studies in animals proved it to be a remarkably 
safe preparation, with no damaging effects upon 
tissues, organs, or blood elements.” 


Clinical Material and Procedure 


This report is based on a study of 176 patients with 
paralysis agitans who were treated with orphenadrine 
at the Vanderbilt Clinic: of the Presbyterian Hospital 
and in private practice. The group included persons 
with all three types of paralysis agitans. The disease 
was Classified as postencephalitic in 30 patients (17.1%), 
idiopathic in 75 (42.6%), and arteriosclerotic in 71 
(40.3%). Ages ranged from 36 to 76 years, with a 
median age of 57. Males accounted for 60% of the 
patients. The group was selected only to the extent 
that the patients had failed to respond to current 
remedies and the disease had continued unchecked. 
Some of the patients were given placebo tablets 
for control purposes and others were required to dis- 
continue the use of the new drug for a week at a 
time, in order to permit comparisons of the effects. 
Blood cell counts were done in 20% of the cases. 

Orphenadrine was provided for the study in two 
sizes, a 10-mg. tablet and a 50-mg. tablet. The 10-mg. 
tablet was found to be ineffective during the early 
stage of the investigation, and its use was abandoned. 
We have since continued to employ only the 50-mg. 
tablet. 

Patients were started on therapy with 50 mg. of 
orphenadrine, three times a day, regardless of age. 
However, patients known to be hypersensitive to drugs 
began treatment with one tablet a day, and this was 
slowly increased according to tolerance and require- 
ments. Some patients found it possible to carry on 
comfortably with the daily addition of only 1 or 2 
tablets of orphenadrine to their therapeutic regimen. 
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Those who experienced special difficulty with sleep 
were advised not to take the last tablet of the day after 
3 or 4 p. m. Few patients required more than 4 or 5 
tablets a day, although several patients took as many 
as 9 a day without noticeable extra benefits or disturb- 
ing side-effects. 

The use of orphenadrine was added to a patient's 
existing regimen, rather than substituted for it, be- 
cause preliminary experience with the product clinical- 
ly and on objective measuring devices * proved that it 
was not nearly as potent in the control of rigidity as 
Artane, cycrimine, Kemadrin, or benztropine (Co- 
gentin ) hydrochloride nor in the control of tremor as 
ethopropazine (Parsidol) hydrochloride, diphenhydra- 
mine (Benadryl) hydrochloride, or hyoscine. On the 
other hand, all the latter drugs fell short of desired 
effects on gait, rigidity, and tremor in the cases under 
study. Yet, when these were combined with orphena- 
drine the effects were far greater than could possibly 
have been expected from the mere addition of the 
compounds, so that there was reason to believe that 
orphenadrine exerts a potentiating action when used 
with current anti-Parkinsonism agents. It was given in 
addition to benztropine in 74 cases, to Artane in 56, to 
ethopropazine in 29, to cycrimine in 25, to Kemadrin 
in 22, to hyoscine in 11, and to diphenhydramine in 8. 
In some instances, orphenadrine was given in addition 
to two of the above compounds. In 26 cases, the use 
of amphetamine was stopped when administration of 
orphenadrine was started, and in 5 cases it was used 
along with it. In 14 cases, the patients discontinued 
use of all other drugs and remained on therapy with 
orphenadrine alone. 

Besides the 176 patients with paralysis agitans, 
orphenadrine was tried for its effects in 12 patients 
with non-Parkinsonian dyskinesias, senile tremor, hemi- 
ballism, familial tremor, chronic progressive hereditary 
chorea (Huntington’s chorea ), dystonia, and athetosis. 
There were no visible benefits, except in one patient 
with Huntington’s chorea, so that no further efforts 
were made in this direction. 


Results 


A patient's condition during treatment with orphena- 
drine was classified only as improved or unimproved, 
since in the course of previous studies evaluating the 
merits of anti-Parkinsonism agents * it was found that 
it is undesirable and unsatisfactory to delineate minor 
shades of improvement. Moreover, no patient’s status 
was considered to be improved unless he had con- 
tinued receiving the drug at least four weeks. How- 
ever, patients who had derived positive benefits from 
orphenadrine for more than three months were count- 
ed among the successes even if some or all of the 
good effects subsequently wore off. 

The results obtained in the group of 176 patients 
with paralysis agitans, representing all three types of 
the disease, were evaluated on the basis of the above- 
mentioned criteria. A summary of the efficacy of 
orphenadrine is presented in table 1. Ninety-eight 
(55.7%) of the patients showed moderate to marked 
improvement when orphenadrine was added to their 
treatment program. Seventy-eight (44.3%) had no 
improvement. 
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The failures were distributed as follows: 1. Thirty- 
seven patients derived little or no benefit from the 
drug. 2. Eighteen patients obtained improvement, in 
some even marked, but the good effects disappeared 
within several weeks. 3. Twenty-three patients have 
not been heard from for more than three months and 
hence must be assumed to have discontinued use of 
the drug, since it was not commercially available at 
the time and we received no requests for a renewal 
of the original supply. 

Among the patients who experienced improvement, 
the beneficial effects of orphenadrine became manifest 
within 24 hours, often after the second tablet had been 


TABLE 1.—Results of Treatment with Orphenadrine 
in 176 Patients with Paralysis Agitans 


Total Patients Improved 


Type of Disease No. % No. % No. % 
Postencephalitie .............. 30 17.1 19 63.3 11 36.7 
Arteriosclerotic ............0.. 71 40.3 42 59.1 29 40.9 
176 100 55.7 78 44.3 


taken. The effects of a single dose lasted usually 
6 hours and sometimes as long as 12 or more hours. 
Patients who ran out of their allotted supply experi- 
enced a return of sluggishness, rigidity, and mental 
depression within two to four days. 

The best results (table 2) were obtained in the con- 
trol of gait disturlinces, poor body balance, adynamia, 
akinesia, mental depression, rigidity, sialorrhea, ocu- 
logyria (a spasmodic upward rolling of the eves ), and 
blepharospasm. Orphenadrine exerts a highly selective 
action in providing a feeling of well-being to depressed 
and discouraged patients and energy, strength, and 
activity to weak and incapacitated individuals. 

Whether because of cerebral stimulation or added 
energy, the gait, posture, balance, and freedom of body 
movement were improved by orphenadrine in 30 of 46 
patients (65%). The lessened rigidity may likewise 
have contributed to the result. However, what prob- 
ably contributed to a far greater degree was the 
sudden recovery of automatic and spontaneous move- 
ment among patients who had been “frozen” for 
years and to whom every action was a voluntary 
labored effort. 

The return of spontaneous and automatic activity 
must be related to some indefinable action of orphena- 
drine on the central nervous system. It cannot be 
adequately explained by the reduction of rigidity, 
which is achieved to a greater measure by other anti- 
Parkinsonism agents. For example, patients who had 
been barely able to move not only found their fingers 
free to do knitting, sewing, typing, and various chores 
of home and personal care but were able to swing 
their arms and legs when walking and to shift positions 
with ease and speed. 

Weakness and tiredness were improved in 39 of 48 
patients (81%) and sluggishness in 52 of 67 (78%). 
Patients who tended to tall backward or forward be- 
cause of poor body coordination and adjustment were 
greatly helped. Tremor of minor type was reduced or 
controlled in 35 patients. However, patients with 
major tremor ° and patients who were highly agitated 
were not helped by the drug. 
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Mental depression was corrected in 31 of 37 patients 
(84%). This serves to reflect the highly potent eu- 
phoriant action of the compound. Of 10 patients with 
mental confusion, obsessions, delusions, and hallucina- 
tions, 7 were improved. Some of them had _ been 
irritable and a problem for family care. During treat- 
ment with orphenadrine the mind was _ brightened, 
speech was clearer, and the patients became happier, 
calmer, and more cooperative. 

Orphenadrine is very effective against sialorrhea. 
The symptom appeared in 14 patients, and each of 
them reported improvement. It is currently the best 
drug for the purpose, since it dries up drooling and 
excessive saliva yet, unlike other congeners, does not 
lead to parching of the throat, which often impairs 
speech and swallowing. In this regard, it has proved 
particularly helpful to patients with postencephalitic 
paralysis agitans with excess salivation as well as to 
arteriosclerotic patients who have difficulty with reflex 
swallowing and hence accumulate saliva in the mouth 
and drool all day. It is likewise a strong antioculogyric 
agent, and, in nine patients with oculogyria who had 
had encephalitis, orphenadrine proved successful in 
every case. Blepharospasm was a disturbing symptom 
in seven patients, and six of these were benefited by 
orphenadrine. 

The greatest drawback to the success of the com- 
pound is the tendency for its good effects to wear off 
in the course of months, although some patients have 
continued to derive benefits for over a year. Even so, 
it is highly desirable to have such remedy to turn to 
in time of need. For example, one patient with paralysis 
agitans was pouring pints of perspiration from his 


TABLE 2.—Effects of Orphenadrine on Individual Symptoms 
of Parkinsonism in 176 Patients*® 


Patients 


Reporting 
Symptom Improved Unimproved 
Symptom No. % No. % No. % 
150 85 35 23 115 77 
67 38 52 78 15 22 
Gait disturbances ............ 46 26 30 65 16 35 
37 21 31 6 16 
Mental confusion, delusions, 
hallucinations .........sse0. 10 6 7 70 3 30 
Gculogyrie disturbances ..... 5 100 
Blepharospasm ..............- 7 4 6 86 1 14 


* More than one symptom reported by some patients. 


body. He had had a chemopallidectomy performed the 
week before. Standard treatment with benztropine, 
Artane, and hyoscine proved of no avail. He was given 
2 tablets of orphenadrine, and the diaphoresis was 
dramatically shut off. It is possible that in the course of 
weeks this effectiveness may wear off, but it is very 
helpful to have such drug available when needed. 

An interesting observation was that among patients 
who had good effects for a month from 3 tablets per 
day, with subsequent loss of these effects, an increase 
to 6 or even 9 tablets a day failed to restore the 
original result. However, in 15 such patients the use 
of orphenadrine was discontinued for a week or two, 
and when it was resumed the patients regained all 
or some of the original benefits. 


‘ 
4 
Unimproved 
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The fact that the new compound has to be employed 
along with other drugs is no detriment, since it is 
well known ’ that, in order to control the many symp- 
toms of paralysis agitans, one not infrequently has to 
employ several preparations at the same time. What 
is of primary concern to the patient is that he be made 
physically more comfortable and functionally more 
useful at home, at work, and in his social life. 


Side-reactions 


No serious side-reactions were encountered with 
orphenadrine in any of the 176 patients. Such reactions 
as did occur were few and mild, as compared to re- 
actions with other drugs. They consisted of some 
degree of excitation in eight patients, dryness of the 
mouth in seven, clouding of the mind in five, increase 
in tremor in five, nausea in four, and insomnia in two. 
Some patients reduced the dosage of 3 to 6 tablets a 
day to 1 or 2 a day, and the reaction of nausea, excita- 
tion, and dryness of the mouth disappeared. 

A few of the older patients were able to tolerate 
but 1 tablet a day at the start of treatment and when 
given higher dosages experienced slight mental fog- 
giness. Several neurotic patients discontinued therapy 
on complaint of numerous reactions even when taking 
but 1 tablet of orphenadrine per day. Other patients, 
who had discontinued the new drug because of side- 
reactions, felt worse while taking other preparations, 
resumed orphenadrine therapy, and derived sufficient 
benefits that there were no further complaints. 

Orphenadrine seems to have little if any effect on 
the pupil or accommodation, because not a single 
patient complained of blurred vision. It is thus re- 
markably well suited to the treatment of Parkinsonism 
complicated by glaucoma. No evidence of blood 
dyscrasia was detected in any of the patients. 

A frequent observation was that patients who were 
deriving good effects from orphenadrine volunteered 
that they experienced not a trace of side-reaction. 
However, several months later, when the effects wore 
off and the body again became sluggish, rigid, and 
immobile, these same patients complained of a wide 
variety of reactions. Manifestly, such suddenly ac- 
quired reactions could not possibly be attributed to 
physiological changes but were most likely of psycho- 
genic origin. 

Orphenadrine is one of the safest drugs to employ, 
because it does not cause blurring of vision, does not 
affect the blood, blood pressure, pulse, or heart, and 
does not cause disturbing dryness of the mouth, such 
as not infrequently occurs with other anti-Parkinsonism 
agents. The following case reports will help to illustrate 
the posology, method of administration, effects, and 
side-reactions of orphenadrine. 

Case 1.—A 39-year-old woman had encephalitis when she was 
6 years old. She came to us for treatment at the age of 17, with 
signs of slight rigidity, akinesia, lethargy, and oculogyria. From 
time to time she obtained vaccine therapy and was given curare, 
atropine drops, and other remedies, She married, raised a family, 
and performed the necessary chores of her home quite success- 
fully with help from her mother. For the past six years she 
had been taking 10 mg. of Artane three times a day and any- 
where from 10 to 30 tablets of hyoscine per day, with favorable 
results that were steadily diminishing. She reported infrequently, 
and we had not seen her for two years when she reappeared on 
Feb. 12, 1956, in a sad state of depression and mental confu- 
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sion, with marked oculogyria. Her family reported that even 
with 30 or more tablets of hyoscine a day she had an average 
of two eye seizures a week, each lasting 24 to 48 hours. During 
the attacks she was severely agitated and depressed, threatened 
suicide, and secretly consumed countless hyoscine tablets, which 
proved of no avail except to cloud her mind and cause continu- 
ous crying. Artane was withdrawn, and treatment was started 
with 3 50-mg. tablets of orphenadrine and 3 0.6-mg. tablets 
of hyoscine three times a day. For two months her oculogyria 
remained under remarkable control. She ran out of orphenadrine, 
and the eye seizures returned. She was on her way to the 
hospital for more tablets when an attack of oculogyria set in. 
She was given 4 orphenadrine tablets at 11 a.m., and her eyes 
returned to normal within 10 minutes. She returned home and 
called twice that day to report that she had no further difficulties 
with her eyes. She has continued to do well while receiving 3 
tablets of orphenadrine and 2 of hyoscine three times a day. 


This case demonstrates the powerful action of 
orphenadrine against oculogyria and the high dosages 
tolerated by patients with postencephalitic paralysis 
agitans. 


Case 2.—A 54-year-old woman had a seven-year history of 
rapidly progressive idiopathic Parkinsonism. There was marked 
rigidity and akinesia of trunk and limbs, with contracture flexion 
of the head, so that her bedy drooped and her gait was severely 
impaired by propulsion and festination. Swallowing was poor, 
her mouth gaped, and saliva poured continuously, except when 
she was reclining. The constant drooling was annoying and em- 
barrassing to the patient and her family. She withdrew from 
people and spent her time in an isolated and despondent exist- 
ence. An assortment of remedies had been tried, including 
atropine drops, Artane, diphenhydramine, hyoscine, and etho- 
propazine, with varying response but insufficient impact on the 
total problem. On July 10, 1956, therapy was started with 
50 mg. of orphenadrine three times a day and 2 mg. of benz- 
tropine at bedtime. Two weeks later she reported a profound 
improvement. She was no longer weak, tired, and drowsy by 
day. She awakened fresh every morning, got out of bed by 
herself, and prepared breakfast for herself and her husband. 
She confided that heretofore she had refrained from making 
breakfast because she drooled all over the kitchen floor and 
feared that some saliva might drip into the food. Her sialorrhea 
and drooling had completely disappeared after two days of 
orphenadrine therapy. Her posture became erect and her balance 
steadier, and there was no more propulsion or fear of falling. 
The blepharospasm was gone. She was cheerful in spirit and 
had regained sufficient confidence to visit her church for the 
first time in years. During her last visit, in November, 1956, she 
reported continued progress. She was so happy that she was no 
longer conscious of nor disturbed by the tremor. Her speech had 
become clearer, her face brighter, and her body freer and 
stronger. She did knitting, cooking, cleaning, and shopping and 
had become an active member in all the affairs of her church, 
which she visited several times a week. 


This case shows the strong effect of orphenadrine on 
sialorrhea, drooling, and blepharospasm. It also points 
up the unique euphoriant action of the drug as well 
as its capacity to generate strength and energy in the 
patient. 

Case 3.—A 66-year-old woman had arteriosclerotic Parkin- 
sonism of six years’ duration. The disease spread from the left 
arm and leg to involve the trunk and right side, with rigidity 
and sluggishness. Tremor did not appear as a problem until 
1954, when she was advised by someone to undergo a “brain” 
operation and was informed of its possible sequelae. She was 
greatly alarmed by what she had learned to expect, with and 
without surgery, and, in her own words, “the thought of the 
operation destroyed me.”” She became increasingly agitated, rest- 
less, and sleepless. She lost interest in food and, when seen by 
us on Dec. 6, 1955, weighed only 94 Ib. (42.6 kg.). Tremor 
was of major proportions. The spine showed a prominent scoli- 
osis to the right, with the body tilting to the left. The legs and 
trunk were rigid, and the gait was short steppage and shuffling. 


» 
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Her speech and mental faculties were well preserved, except 
for slight impairment of recent memory. She complained of 
constipation, weakness, akathisia, excess sweating, insomnia, and 
pains in the back and abdomen. She volunteered that no medica- 
ment had helped her, that diphenhydramine, cycrimine, reser- 
pine (Serpasil), and pentobarbital (Nembutal) made her worse, 
that Kemadrin made her weak, that ethopropazine gave her a 
headache, that scopolamine aminoxide (Genoscopolamine ) 
“pulled her insides out,” that meprobamate (Equanil) made 
her nauseous, and that Dexamyl (dextro amphetamine and 
amobarbital) “split her head open.” Although the prospects 
from therapy seemed manifestly poor, treatment was tried with 
orphenadrine, of which she took but 1 tablet before discontin- 
uing therapy on complaints that it made her “deathly sick” and 
gave her diarrhea, nausea, and dryness of the mouth. 


Here one notes some of the difficulties encountered 
in the treatment of neurotic, depressed, and extremely 
hypersensitive individuals. 


Case 4.—A 56-year-old man had enjoyed excellent health 
until the sudden onset of tremor in his right hand in 1949. He 
worked in a bank, where he had undergone considerable pressure 
during the preceding months, and hence attributed the occur- 
rence to “nervousness.” However, the tremor persisted, and he 
soon experienced stiffness and dragging of the right foot. The 
condition was ultimately diagnosed as idiopathic Parkinsonism, 
and therapy was started with atropine drops. In the course of 
time the disease spread to the other side of the body, with 
rigidity, akinesia, and tremor. Various remedies were tried, 
among them Rabellon (tablets containing hyoscyamine hydro- 
bromide, atropine sulfate, and scopolamine hydrobromide), 
Bellabulgara (tablets of extract of Bulgarian belladonna stand- 
ardized to yield 0.4 mg. of total alkaloids), hyoscine, Artane, 
and later a combination of cycrimine, benztropine, and etho- 
propazine. He responded at first but later became discouraged 
by the lack of results and the increasing difficulties of continuing 
at work. On Oct. 10, 1955, he was switched to treatment with 
50 mg. of orphenadrine three times a day and a month later 
came to report that 3 pills a day made him foggy but that 2 a 
day proved to be the best medicine that he had ever used. He 
felt stronger and freer in body, and the tremor was under 
control. In the succeeding months he came te tolerate 3 tablets 
a day. He made several attempts to increase to 4 tablets a day 
but experienced some fogginess and returned to 3 a day. He has 
remained on this regimen to the time of writing and is very 
happy with it. He has repeatedly refused to have benztropine 
or any other medicament added to the orphenadrine. 


This patient did well with orphenadrine alone. Its 
potent action against discouragement, depression, 
rigidity, and other symptoms of Parkinsonism is clearly 
demonstrated, as are some of the side-reactions that 
appear under excess dosage. 


Case 5.—A 69-year-old patient with arteriosclerosis reported 
the onset of tremor in his left arm three months after a severe 
coronary attack in 1947, There have been no more coronary 
episodes since. Tremor was followed by rigidity, and during the 
succeeding five years the symptoms spread to involve the left 
leg, trunk, and right side of body. He had been treated with a 
variety of drugs, but the condition progressed to a stage where 
he was unable to get in or out of a chair or bed and required 
help in such tasks as dressing and eating. His feet frequently 
“froze” to the ground, his balance was poor, and he fell on a 
number of occasions. He was depressed, lost interest in things, 
and discontinued visiting his place of business. In October, 1954, 
the therapeutic regimen was changed from 2 mg. of Artane four 
times a day to 2.5 mg. of cycrimine three times a day, 100 mg. of 
ethopropazine three times a day, and 2 mg. of benztropine at 
bedtime. Improvement followed, so that he was able to get in 
and out of a chair and to walk short distances by himself, but 
he continued to be sluggish, rigid, and depressed. The addition 
of dextro amphetamine and Dexamyl, in tablets and spansules, 
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did nothing for him except to aggravate the tremor. Dextro 
amphetamine was withdrawn in August, 1955, and use of 50 mg. 
of orphenadrine three times a day was added. The next month 
the patient and his family reported a change that had not been 
brought about by any prior medicament. His body became 
strong and free, his arms and legs swung as he walked, and he 
was full of energy. He negotiated flights of stairs and long 
distances without difficulty. His face brightened, his speech 
became freer, and he was cheerful and buoyant in spirit. He 
returned to business, showed keen interest in its affairs, and 
remained active all day. In November, 1955, he reported the 
complete disappearance of leg cramps that had disturbed him 
for years. However, by February, 1956, all the benefits from 
orphenadrine had disappeared. He was again weak, tired, rigid, 
sluggish, and depressed. The dosage was thereupon increased to 
9 tablets a day, but the original result could not be regained. 
Treatment was discontinued for a month and resumed with 
one tablet three times a day. He has continued on this program 
to the time of writing, with a modest degree of improvement 
but none of the earlier dramatic effects. 


This case illustrates the sad fact that many of our 
best drugs lose their original effects * during the long 
course of treatment of paralysis agitans. Under the 
circumstances, it should be obvious that we need a 
large assortment of good drugs to turn to. Even allow- 
ing that the beneficial effects of orphenadrine are 
short-lived, the drug nevertheless serves a valuable 
purpose in providing the doctor with a new and safe 
tool with which to tide patients over crises and periods 
of stress, when the effects of other drugs wear off (as 
in case 1). To the patient, it provides a new lease on 
life as well as regained hopes that other compounds 
may be found that will afford him still greater and 
longer-lasting relief. 


Case 6.—A 59-year-old man showed progressive symptoms of 
idiopathic Parkinsonism over a period of 10 years. His last 
medication was 2 mg. of Artane five times a day. When seen by 
us in October, 1955, he revealed bilateral advanced rigidity, 
akinesia, and tremor. His body was bent by contractures of the 
neck and trunk, and his gait was propulsive. He felt tired and 
weak, and walking more than 100 ft. was a trial. His face was 
“frozen,” and his speech was labored and indistinct. Benztropine 
and physiotherapy were used in addition to Artane. Improvement 
followed, but by the summer of 1956 the akinesia, tiredness, 
weakness, and rigidity returned, and the right hand became 
firmly closed. On Aug. 20, 1956, the use of 50 mg. of orphena- 
drine three times a day was added to the program, and in two 
weeks the patient reported that he was almost “normal” again. 
He had new-found strength and energy and could walk miles 
with ease. His body straightened, and there was no more 
propulsion or falling. He regained spontaneous and automatic 
activity in his body and limbs, so that movement was rapid and 
free. His right hand became open again, and he could write, 
button his clothes, and do typing. His speech became clear, and 
he was able to smile again. The improvement continued until 
Nov. 4, 1956, when he ran out of his supply of orphenadrine. 
Within three days, his body became slowed, the right hand 
closed, and his power and strength left him. He could no longer 
get out of a chair, and the tremor and depression returned. He 
resumed the medication, and after the second tablet was taken 
recovery of function occurred. He has continued to do well to 
the time of writing. 


Here one notes the selective action of orphenadrine 
in releasing free and spontaneous activity as well as 
its seemingly synergistic action against rigidity, con- 
tracture, and faulty gait and posture when added to 
other drugs. Whether this action is truly synergistic 
cannot be established by the limited data of this 


. 
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study and will require further investigation. This 
case also points up the fact that, when orphenadrine is 
withdrawn, all the good effects promptly disappear. 
This is the basis for the need of patients with paralysis 
agitans to remain under medical supervision and 
treatment throughout the duration of the illness. 


Summary 


In a series of 176 patients, orphenadrine ( Disipal ) 
hydrochloride was found to be a valuable adjunct to 
the therapy of paralysis agitans. It proved successful 
in 55.7% of the patients and failed in 44.3%. It exerts 
a highly selective action against some of the most 
disturbing symptoms of this ailment, an action that 
cannot be duplicated by any other current remedy. It 
is effective as a euphoriant against depression and dis- 
couragement and as an energizing agent against weak- 
ness, fatigue, adynamia, and akinesia. It exerts a 
potent action against sialorrhea, diaphoresis, oculogy- 
ria, and blepharospasm. It has the remarkable pro- 
pensity to release free, spontaneous, and automatic 
activity. It also lessens rigidity and tremor. It is a 
harmless preparation, with minimal side-reactions, 
and is safe to employ even in cases complicated by 
glaucoma. Its chief drawback is the tendency for the 
good effects to wear off in the course of months, al- 
though some patients have continued to derive benefits 
for over a year. It readily combines with all anti- 
Parkinsonism agents and may be added to the pro- 
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gram of every patient suffering from paralysis agitans 
except those in whom major tremor is the dominant 
symptom, 

700 W. 168th St. (32) (Dr. Doshay ). 


The orphenadrine hydrochloride used in this study was sup- 
plied as Disipal by Riker Laboratories, Inc., Los Angeles. 
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CLINICAL NOTES 


PROTECTIVE DEVICE FOR CUTTING AMPULS 
Allen S. Johnson, M.D., Springfield, Mass. 


A diamond-tipped stylus, which is used in the 
laboratory for marking glass slides, is the most service- 
able instrument for cutting glass ampuls, as it is not 
dulled by use as are metallic scoring devices. Since, 
however, the operator's thumb must exert counter- 
pressure against the ampul as it is rotated against the 
stylus, there is a constant danger of laceration of the 
thumb if the ampul breaks unexpectedly. To obviate 
this hazard, the guard shown in the accompanying 
figure was devised. The dimensions are approxima- 
tions that will vary according to the size of the stylus. 
The guard can be easily cut with heavy shears from 
1/32-in. sheet aluminum, which can be obtained at 
most hardware stores. The shank is rolled to envelop 
the shaft of the stylus, and the hood is shaped for the 
convenience of the operator. It is slipped onto the 
stylus so that the thumb rest holds the ampul neck 
against the diamond cutting point. The guard can be 
easily removed so that the stylus may also be used 
for writing. 


276 Bridge St. 


Top, guard for stylus used in cutting ampuls. Metal guard 
measures 1% in. wide and 2 in. long. Bottom, picture showing how 
guard protects hands. 
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USE OF HYALURONIDASE TO REDUCE EDEMA IN SEVERE COMPOUND 
FRACTURE OF AN EXTREMITY 


CLINICAL REPORT 


Capt. Leroy W. McDaniel (MC), U.S. A. F. 


Jerome C. Hohf, M.D., Marlin, Texas 


The following case of severe compound fracture is 
reported to illustrate the use of hyaluronidase in re- 
ducing operative and traumatic edema and hemor- 
rhage. 

Report of a Case 


On Feb. 11, 1956, a 21-year-old airman was involved in a 
motorcycle accident. He sustained, in addition to multiple minor 
injuries, a major injury to the right lower extremity, this injury 
consisting of a transverse fracture of the tibia and fibula at the 
junction of the middle and lower one-third. The fracture was 
badly compounded, and there was considerable foreign matter 
in the superficial parts of the wound. The distal portion of the 
extremity was markedly distorted by edema and hemorrhage. 
There was no dorsalis pedis pulse. 

The patient was prepared for immediate reduction of the 
fracture, wound débridement, and restoration of the blood sup- 
ply to the distal portion of the extremity. With the patient un- 
der general anesthesia, a curvilinear incision was made medial 
to the tibial fracture, through which reduction was accomplished 
with the aid of a 5-in. sliding-type plate. The fibular fracture 
was reduced but not internally fixed. Because of extreme distor- 
tion of the tissue and enlargement of the muscle bundles by 
edema and hemorrhage, the operative wound gaped about 8 to 
10 cm.; closure of the wound, as such, was impossible. A relax- 
ing incision was made on the contralateral side of the leg, the 
anterior tibial skin was undermined and shifted, and the oper- 
ative wound was closed successfully over the site of fracture. 


Chief of Surgical Services (Captain McDaniel) and Civilian 
Consultant (Dr. Hohf), 4462nd U. S. A. F. Hospital, Foster Air 


Base, Victoria, Texas. 


and 
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It was still impossible, despite undermining of the skin around 
three-fourths of the extremity, to appose the surfaces of the 
large wound caused by the relaxing incision. At that point, 
3,000 U.S. P. units (equal to 3,000 turbidity-reducing units ) of 
hyaluronidase dissolved in 30 cc. of isotonic sodium chloride 
solution was injected at multiple sites within the dermis and 
hemorrhagic muscle. Within 45 minutes, the size of the ex- 
tremity had been reduced to a point where primary closure 
of both wounds was possible. The leg was soft and the blood 
supply to the foot was restored. 


Summary and Conclusions 


In a case of severe compound fracture, hyaluroni- 
dase, 3,000 U. S. P. units dissolved in 30 cc. of isotonic 
sodium chloride solution, was injected to facilitate pri- 
mary closure of the operative wound and of the relax- 
ing incision. Within 30 to 60 minutes, the size of the 
extremity had been reduced to a point where primary 
closure of both wounds was possible. It is felt that 
primary closure of the wound would have been impos- 
sible in this case without use of hyaluronidase, which 
was an important contribution to the return of an ade- 
quate blood supply to the extremity, in which the cir- 
culation was jeopardized by tissue compression. 

This paper was extracted from the professional activities re- 
port of the 4462nd U. S. A. F. Hospital from Dec. 29, 1955, 
through Feb. 29, 1956. 

The hyaluronidase used in this study was supplied as Wydase 
by Wyeth Laboratories, Inc., Philadelphia. 
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NEAR LIFE, NEAR DEATH, NEAR GOD 


PROCLAMATION OF FAITH IS SHOWING THE POWER OF POSITIVE MEDICINE 


Stanley Wisniewski Jr., 26, is to be married ai a Roman Catholic Church in Chicago two 
weeks from today; a New York hospital has scheduled an elaborate Jewish Passover seder for 
this Monday night; five Protestant denominations next month will celebrate an anniversary at a 


medical center in Austin, Texas. 


These three unrelated events, occurring in varied 
religious settings many hundreds of miles apart, are 
not recorded as mere social notes. 

You might say that Wisniewski, like Lazarus, is risen 
from the dead. It was just before Christmas of 1954 
that he collapsed at work in the x-ray room of Lutheran 
Deaconess Hospital in Chicago. Soon, newspapers all 
over the world were telling how his heart had stopped, 
how a doctor had used a pocket knife to quickly open 
the chest cavity, and how—after two and a half hours 


of massage and drugs—the heartbeat returned to nor- 
mal rhythm. Clinical details of the historic event were 
related last Feb. 2 in THE Journat by three participat- 
ing physicians. But all the published reports ignored 
what—to Wisniewski, at least—represented a significant 
corollary to the expert medical and surgical skill. 
Throughout those crucial two and a half hours 
everyone within sight of the victim—fellow technicians, 
nurses, doctors—was praying, some audibly. Physi- 
cians summoned a priest from his full-time duties at a 
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Catholic hospital nearby, and he administered extreme 
unction to the apparently dead Wisniewski. Until now, 
these facts have not appeared in print. Why should any 
religious aspect of the case be reported? Was it not, 
after all, the learned skill of doctors that accomplished 
recovery? 

One of the three authors of THE JourNat article, 
Dr. C. David Brown, wrote: “. . . there appeared to 
be a happy combination of fortuitous circumstances 
and favorable coincidences and a vast amount of un- 
selfish cooperative effort.” Now he says: “I also was 
going to add in the manuscript that there were fervent 
prayers during the procedure, but decided perhaps 
this was not appropriate in a medical journal. Actually, 
we never were sure throughout that we were com- 
pletely alone in this thing. We knew we were getting 
some guidance.” 

Dr. Brown, a Congregationalist (his two colleagues 
are Lutherans), is not calling the case a miracle. He 
pretends no clinical insight or theory of the super- 
natural. He simply relates an experience. 

Other experiences in medicine and religion are re- 
ported by Dr. Salvatore R. Cutolo. His documentary, 
“Bellevue Is My Home,” tells of the annual Jewish 
feasts this time of year at Bellevue hospital—“down the 
hall” from Jewish, Protestant, and Catholic chapels. He 
describes the rabbis ceremony for patients and staff 
as “second to none that are conducted in temples any- 
where.” It was 11 years ago at Bellevue (where every 
patient must be seen by a minister) that Francis Car- 
dinal Spellman said: “The recognition of religion at 
this hospital is unique.” 


Now It Is Routine 


Today the uniqueness has turned to an almost mat- 
ter-of-fact routine. Thousands of hospitals have at least 
some provision for ministering to the spiritual needs 
of their patients. Of the 7,000 hospitals in the United 
States, 1,100 have some religious affiliation, and a large 
proportion of the remainder have available the services 
of ministers of all three major faiths. At last report 35 
hospitals (more than half of them mental hospitals ) 
had clergymen and seminary students receiving 
pastoral training in actual contact with the sick and 
dying. 

It is at one of these dynamic classrooms, Texas Med- 
ical Center’s far-flung Institute of Religion, centered 
at Austin, that a significant birthday will be observed 
on May 8. There, almost a year ago, the medical center 
administrators initiated a program with the Greater 
Houston Council of Churches for training students 
from five Texas theology schools. This was followed by 
elective courses in religion for medical students “to 
help them learn about the resources the church can 
offer them in their practice.” 

Never before have so many Americans shown such a 
high degree of parallel interest in religion and medi- 
cine. In the last decade, themes on these two fields 
have virtually dominated best-seller lists, motion pic- 
tures, radio and television, and magazine and news- 
paper columns. The nation’s billion-dollar church- 
building boom is matched by zooming construction of 
medical facilities. For every new medical advance that 
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affects our daily lives, there is an international or local 
news event embodying a generally accepted moral 
interpretation. 

What is even more significant is that the half-million 
members of these two professions are in closer accord 
than at any period in modern times. That old line 
about two ministers walking in when the doctor walks 
out (it is true that ministers outnumber physicians 2 
to 1 in the United States) is more likely received with 
a smile than a sneer nowadays. An Illinois clergyman 
tells his congregation that reliance on tranquilizing 
drugs might hurt their lives—and his sermon is re- 
sounded the next day in the report of a federal health 
agency. The University of Chicago probably set world 
precedent this year when it formally created a “joint 
appointment” for Granger Westberg, D.D. (a former 
hospital chaplain who does not hold a medical degree). 
Dr. Westberg is associate professor of religion and 
health, serving in both the federated theological] school 
and the medical school of the university. 

In the field of mental health, particularly, enmities 
between theology and psychotherapy are melting away 
as the men in white and the men in black join forces 
in mutual concern for the individual’s psyche. Response 
was overwhelming not long ago when St. Mary’s Hos- 
pital in San Francisco sent out invitations to a forum 
with psychiatrists and Roman Catholic priests as par- 
ticipants. Many of the 400 clergymen and physicians 
who packed the hospital auditorium were anticipating 
this controversy: Are the confessional and the analyst's 
couch in competition for man’s soul? But, instead of 
deadlocked debate, there was harmony over the aims 
of each profession. 

Also harmonizing are the 400 clergymen of all major 
faiths, some 400 members of the American Psychiatric 
Association, and 300 psychologists, sociologists, and 
laymen who are combined in membership in the new 
National Academy of Religion and Mental Health. 
Regionally, there are similar organizations established 
to coordinate pastoral care and clinical experience 
through brief seminars or more prolonged training. 
Actual clinical experience among patients in mental 
hospitals is given to both students and practicing 
clergymen in 43 widely scattered centers linked by an 
interdenominational church council. As a rule, pastoral 
training of Roman Catholics studying for the priest- 
hood is integrated with other studies in the class- 
room. Two branches of the Jewish faith have their own 
pastoral training program, but embracing all three 
branches is the Institute for Pastoral Psychiatry at 
Bellevue Hospital in New York. 

It was the late Rabbi Joshua Liebman who said that 
psychology is essential to make men live by religious 
ideals. A number of rabbis, like Dr. Henry Raphael 
Gold of New York, have stepped out of synagogue 
leadership to become practicing psychiatrists. 

This is true of some Catholic priests, too; at least a 
half-dozen in North America have become psychia- 
trists. One is Jerome Hayden, a Benedictine monk who 
holds doctorates in philosophy and medicine, teaches 
psychiatry at Catholic University in Washington, D. C., 
and sees patients every day. And more and more Cath- 
olic lay physicians have become analysts since Pope 
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Pius’ 1953 pronouncement approving psychotherapy 
so long as it is practiced according to Christian prin- 
ciples. 

No Infringement 

Most clergymen in the everyday pursuance of their 
faith offer only moral and religious advice, referring 
potential psychiatric cases to physicians rather than 
infringe on medicine's realm. This has evolved into a 
unique service at the Marble Collegiate Church in 
New York City. There Dr. Norman Vincent Peale, 
famous religiopsychiatric writer and clergyman (and 
co-founder of the American Foundation of Religion 
and Psychiatry), has a full-time staff of psychiatrists, 
psychologists, and ministers offering a “team approach” 
to all who seek help. 

Not far from Dr. Peale’s church is the New York 
Hospital—Cornell Medical Center, where last summer 
distinguished physicians and clergymen of the three 
major faiths met to discuss the role of religion in heal- 
ing. Their viewpoints were so overlapping that, at 
times, the audience might wonder who were the doc- 
tors and who were the ministers. For example, this 
was said by Rabbi Fred Hollander: “The presence of 
a clergyman in the sick room can sometimes produce 
a feeling of apprehension or even antagonism in the 
patient.” And these were the words of Columbia Uni- 
versity’s clinical professor of psychiatry, Dr. Sandor 
Rado: “Unless the individual partakes in the fellow- 
ship of man, unless he feels himself part of the cosmic 
whole, it is difficult for me to see how he could share 
the emotional and spiritual values of the group. . . . To 
heal means to make whole again.” Not a theologian, 
but a physician, Sir William Osler, once said: “Nothing 
in life is more wonderful than faith—the one great 
moving force which we can neither weigh in the bal- 
ance nor test in the crucible.” 

Is it really so unusual to hear devoutness expressed 
by a physician? Are doctors, as a group, actually less 
pious than other members of our society? There is 
growing evidence that—in the free world, at least—the 
myth of the “godless doctor” is dying fast. Indeed, the 
A. M. A.’s Principles of Medical Ethics pointedly state 
that physicians “maintain under God, as they have 
down the ages, the most inflexible of personal honor.” 
Note these typical comments: 

Dr. Claude E. Forkner, professor of clinical medicine 
at Cornell University Medical College—“Very often 
we do not know what it is that brings about the recov- 
ery of the patient. I am sure that often it is faith 
which is a most important factor.” 

Dr. Elmer Hess, immediate past-president of the 
American Medical Association—“I don’t care whether 
you are a Catholic, a Protestant or a Jew, just so long 
as you believe in a Power greater than all the instru- 
ments of science at your command. . .. The doctor has 
to be a man with firm convictions concerning a Cre- 
ator.” 

Dr. Julian P. Price, member of the A. M. A. Board of 
Trustees—“Our greatest need today is for every physi- 
cian who is a member of a religious organization to 
reaffirm his vows and to let the public as well as his 
colleagues know, in clear and unmistakable language, 
the principles for which he stands and the beliefs 
that he holds.” 
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A Brooklyn pediatrician writing to the New York 
health department—“This child had respiratory de- 
pression and was in peripheral collapse. It was only 
with the Grace of God and some medical aid that her 
life was saved.” 

Dr. Herman N. Bundesen, president of the Chicago 
Board of Health (speaking of medical efforts before 
the advent of the Salk vaccine )—“We did the best we 
could, but to tell the truth, about the only weapon 
against polio was prayer.” 

Dr. Salvatore Cutolo of Bellevue, when a paralyzed 
patient asked how she could go on—“I told her not to 
lose faith in herself or God. . . . If the doctor has 
no faith (in such a case) he can offer his patient noth- 
ing. ... At times religion is medicine.” 

And, of course, Dr. Albert Schweitzer, physician, 
musician, and theologian—“A man is ethical only when 
life, as such, is sacred to him.” 


Echoes of a Heritage 


These are not isolated soundings in professional 
hollowness. They represent only a few modern-day 
echoes of a heritage that forms the very fabric of the 
medical community. True, there was little, if any, sci- 
entific method in the medicine practiced by priests in 
ancient Egypt and Greece. Nor was there high caliber 
in the medical practice assumed largely by the clergy 
in Colonial America. Yet the “whole” patient was truly 
being treated in the light of limited knowledge of 
those times. 

In 1809, when Dr. Ephraim McDowell of Danville, 
Ky., did the “impossible” by performing the first suc- 
cessful ovariotomy, he was helped not only by his skill 
with a scalpel but also by his patient's hymn singing 
(to counteract pain), and by a prayer in his pants 
pocket. Dr. McDowell wrote the prayer that morning: 
“Direct me, Oh God, in performing this operation for 
I am but an instrument in Thy hands.” 

Today, a century and a half later, a lot of other Ken- 
tucky doctors feel much the same way. Every monthly 
meeting of the Shelby-Oldham-Henry Counties 
Medical Society is opened with a prayer (as are many 
medical sessions, large and small, all across the nation ). 
You might look up from a hymn book in a typical 
church of that area and see Wyatt Norvell as he in- 
tones from the pulpit: “It is impossible to figure out 
the human body without taking into consideration a 
Supreme Being.” 

Norvell is not an ordained minister. He is a physi- 
cian, an officer of the Kentucky State Medical Associa- 
tion, and he is taking part in a lay-preaching experi- 
ment that has been adapted in at least five southern 
states during the past five years. It is called “Steward- 
ship Sunday,” and it features 10-minute congregational 
talks by a doctor, a lawyer, a banker, and a farmer. 
They bring religion into the everyday lives of church- 
goers by interpreting the stewardship of God-given 
body, soul, money, and soil. Dr. Norvell teaches Sun- 
day school when he is not preaching in different 
churches about six times a year. Before he turned to a 
career in medicine he was an evangelist singer. 

There are other occasional preachers among physi- 
cians, including Donald Chatham of Shelbyville, Ky.; 
Conrad Barnes of Seneca, Kan.; and George Bond of 


| 


Vol. 163, No. 15 


Bat Cave, N. C. One Sunday, Dr. Bond filled in for a 
Baptist minister who was ill. His off-the-cuff sermon 
was described by one parishioner as “a mighty stormy 
piece about responsibility to others.” 

Although the two professions have much in common, 
some areas of conflict do exist. Yet, there is not a single 
controversy in medicine and religion that can with- 
stand the overwhelming Acceptance of the fact that 
each side has rights worthy of defense and recognition. 

Because so many people identify themselves with 
developments in both professions, any measure of con- 
flict between the two is bound to make headlines. Such 
was the case several years ago when police in Texas 
had to jail the father and two brothers of an injured 
20-year-old woman because the men were refusing to 
let doctors give her a needed blood transfusion. She 
wanted it but the relatives insisted it violated their 
Jehovah’s Witnesses sanction against “eating blood.” 
The same contention was made in Chicago by the 
parents of a 6-day-old Rh-positive girl. A lifesaving 
transfusion finally took place, but only after a news 
agency executive persuaded a local judge to act quick- 
ly in temporarily taking over custody of the baby. 


“Earthly Physicians” 


Only last summer, most of some 400 members of the 
Church of God, gathering in Missouri from 14 states, 
drank water from a polluted well. It took many weeks 
for public health authorities to laboriously track down 
17 cases of typhoid, including 3 in which there were 
deaths suspected to be due to the disease. As one of 
the church members said later: “We feel no need for 
earthly physicians. We believe the Lord can heal 
through our faith.” 

“Faith healing” grew up alongside medical practice 
in its oldest and crudest forms, when it was thought 
that evil spirits caused disease. Even today, hundreds 
of medical missionaries in scattered parts of the primi- 
tive world are trying to show ever-increasing numbers 
of natives that faith in God and in modern medicine 
is better than mumbo-jumbo reliance on pagan healing 
rites. (The challenge of one such missionary, Dr. John 
Ross in the Belgian Congo, has been portrayed in two 
recent showings of the television documentary “Mon- 
ganga.” ) 

While they may recognize that faith is an element 
in the well-being of all people, ethical ministers and 
physicians are firmly allied against the “fake healers,” 
whose huge fund-raising exhibitions exploit the super- 
stitious wishful thinking of the ill-informed and mis- 
informed. For six years, a Presbyterian minister from 
Atlanta, Ga., Rev. Carroll Stegall Jr., has interviewed 
scores of invalids before and after they lined up at 
healing campaigns. He says: “I have never seen a 
vestige of physical change.” So far not a single “healer” 
has submitted one of his “cures” to medical examina- 


tion. And yet the flamboyant cultists are collecting. 


millions from elaborate radio, television, and tent per- 
formances. 

Often, public health is endangered at these affairs 
as diseased persons mingle in the crowds, praying for 
a promised miracle. Equally shocking are needless 
deaths and worsened conditions among the misled 
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crippled who delay or abandon ethical medical care 
in blind hopes of well-publicized “faith cures.” Not 
long ago the Miami Council of Churches denounced 
Jack Coe as a religious quack after he suggested that 
braces be removed from a child stricken with polio- 
myelitis. He shouted, “Jesus, heal this boy.” Although 
the child’s condition became worse, he is alive today. 
But Jack Coe is dead; last December he succumbed 
to bulbar poliomyelitis. 

Meanwhile, doctors face perplexing situations in 
human behavior that definitely are familiar to them. 
They find it easy to identify themselves with the re- 
searchers at Cook County Hospital in Chicago, where 
74 arthritis patients were given pills and told they 
would get better. Half of the patients did show marked 
improvement. The pills were placebos—simple sugar. 
That may be called a manifestation of faith, But it also 
is a medical puzzle that begs a clinical solution rather 
than the glib explanation that somehow or other the 
doctor's influence and the patient’s hopes combine to 
promote health. 


What Lies Ahead 


Actually, probings already are under way at various 
levels to more fully co-relate the body and the spirit: 

—The Institute of Religion in Texas is laying out 
research projects that will probe more deeply into care 
of the mentally ill—but that will relate also to the rela- 
tively unexplored ministerial influence on the aged and 
handicapped. 

—A symposium of physicians and clergymen in New 
York has proposed that hospitals and medical schools 
inaugurate “departments of religion . . . as an intimate 
part of their structure to promote a better under- 
standing on the part of the physician and clergyman of 
the spiritual need of ill persons.” 

—Three universities (Yeshiva, Harvard, and Loyola 
of Chicago) have launched a comprehensive project 
aimed at standardizing psychological training of theo- 
logical students from all three major U. S. religions. 
The study is being financed by over $400,000 in grants 
from the National Institute of Mental Health. 

—Norman Vincent Peale has suggested that physi- 
cians write prescriptions for publications on proper 
spiritual thinking—“to be filled at the book store, 
rather than the drug store.” 

—The Vienna psychiatrist, Dr. Viktor Frankl, is col- 
lecting precise data on his “Logotherapy-medical” 
theory that men and women have a universal aspira- 
tion toward goodness that is as strong as their instincts 
of sex and hunger. He says: “Psychiatrists who ignore 
the spiritual side of mental disorders are like doctors 
who pretend a patient has no body above the neck.” 

Other clinical studies under way—as interpreted by 
many physicians and clergvmen—seem to be on the 
threshold of a “unified field theory” of faith and health. 
Forerunner in this “new medicine” is Dr. Hans Selye of 
Montreal. His widely heralded experiments point up 
stress as a measurable factor in gauging an individ- 
ual’s physical condition. Conducting detailed research 
along a similar line is Dr. Harold G. Wolff, the Cornell 
neurologist. His thesis is that hope, like faith and pur- 
pose in life, is medicinal. 
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EARLY HOSPITALIZATION AND 
TUBERCULOSIS 


GUEST EDITORIAL 
R. H. Browning, M.D. 


The really critical period in treatment of tubercu- 
losis falls in the first few days or weeks after diagnosis. 
Into this brief time are crowded the initial clinical 
findings and decisions, the formation of the patient's 
attitudes toward his disease, and the establishment of 
protective measures for the family. 

The choice of an effective and tolerated drug regi- 
men is of first importance. Inadequate drug adminis- 
tration may result in irrecoverable damage to the 
patient, resulting in the failure to attain maximum 
regression or cavity closure, or in early development 
of bacterial resistance to drugs. The latter may lead 
to incomplete healing, to relapse at a later date, or to 
prolongation of the period of positive sputum. 

Too often, the desired continuous long-term admin- 
istration of two antituberculosis drugs is not carried 
out when the patient remains at home. As humans 
will, he forgets to take his medicine regularly. He 
finds one of his medicines disagreeable, so he takes 
only the other one. He develops gastrointestinal or 
other symptoms, leading him to stop all medication 
without substitution being arranged. 

The public health aspects of tuberculosis are well 
known but often neglected. It seems obvious that the 
person with active disease should be isolated from 
his associates. Only rarely is it possible to do this safe- 
ly in the home. Fortunately, modern treatment often 
results in conversion of sputum to a negative status 
within a few weeks or months. In many cases, there- 
fore, hospital care is not necessarily prolonged be- 
cause of public health considerationc. 

Tuberculosis is still not a disease to be treated with 
only pills and injections. The patient must, for his own 
protection, learn something of his disease and accept 
the limitations it imposes for long periods. Experience 
has shown that the tuberculosis hospital is the place 
where this orientation can be accomplished best. The 
practicing physician is usually too busy to devote the 


From the Ohio Tuberculosis Hospital and the Department of 
Medicine, the Ohio State University, Columbus, Ohio. 
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time required in education of the new patient. Failure 
in understanding leads to an excessive incidence of 
progression and relapse. 

If diagnosis of tuberculosis is in doubt, the patient 
may need a variety of special studies such as _plani- 
graphic roentgenograms and multiple smears and cul- 
tures of sputum and_ fasting gastric contents for 
Mycobacterium tuberculosis or fungi. Tuberculin skin 
testing is helpful, especially when there is a failure 
to react to a second-strength dose administered intra- 
cutaneously. This essentially rules out tuberculosis. 
An occasional patient may require lung or lymph node 
biopsy. Studies of this magnitude, even excluding 
biopsy, are not likely to be accomplished for the un- 
hospitalized patient. 

If active tuberculosis is present, it should be treated 
promptly. If not, it is a mistake to start a long period 
of rest and antimicrobial therapy. Judgment as to the 
activity of disease may be troublesome in particular 
cases. Serial roentgenograms of the chest and bacterio- 
logical studies may be necessary to determine the need 
for treatment in an asymptomatic patient. 

Hospital care of the patient permits periodic review 
of progress by a multidiscipline staff, with a view to 
needed changes in treatment. Especially important is 
the consideration of surgical intervention at the opti- 
mum time—a phase of treatment commonly neglected 
in the patient treated at home. Finally, a plan for the 
patient’s social and vocational rehabilitation may be 
developed when needed and prosecuted by staff mem- 
bers trained in this field. 

Hospital care may be brief or long. An intelligent 
and cooperative patient with a small tuberculous lesion 
that responds rapidly to therapy may safely return to 
a good home under care of his physician within three 
months. Such a step presupposes consistently negative 
bacteriological reports, elimination of the need for 
surgery, a stable or improving lesion by x-ray study, 
and completion of rehabilitation planning. 

One may reasonably conclude that prompt hospital 
care is best for the person with a newly diagnosed 
case of tuberculosis, so that he may pass through his 
critical period safely and be on his way toward con- 
valescence with minimum risk to himself and_ his 
associates. 


MEDICAL EDUCATION WEEK 


Medical schools need the understanding and sup- 
port of the medical profession and of the general 
public to an increasing degree if they are to continue 
to fulfill their vital role in meeting the health needs 
of the nation. Yet people sometimes forget that med- 
ical schools are necessary to provide the initial educa- 
tion of physicians, to train their associates who extend 
the services of physicians, and for the research that 


continually benefits both the profession and the public 


by creating scientific advances in preventive medicine, 
diagnosis, and therapy. For the second year, a week 
has been set aside during which a concerted effort 
will be made to arouse in the public a sense of the 
usefulness and needs of the medical schools, in order 
that these needs may be adequately met without re- 
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sorting to federal financing. By background of educa- 
tion and professional concern with health, physicians 
are in a strategic position to create such better under- 
standing of medical education not only during the 
week of April 21-28 but throughout the year. 

Perhaps best understood of its functions is that 
medical schools provide the sole portal of entry into 
the medical profession, An adequate initial education 
is obviously essential to protect the public. Not so 
well understood is the problem involved in enlarging 
this portal in order that an increasing production of 
physicians may keep pace with the health needs of 
an enlarging population, increasing so rapidly that 
some economists have termed it an exploding popu- 
lation. Physicians well understand, though the general 
public often does not, that medical schools are much 
more than lecture halls and classroom laboratories, 
making it impossible to enlarge classes simply by put- 
ting in a few more chairs. The structure and functions 
of a modern medical school make necessary a complex 
of laboratories, hospital beds, clinics, specialized ap- 
paratus, and personnel. Any increase in class size or 
the building and staffing of additional medical schools 
is costly indeed, as is the maintenance of the schools. 

Much of the medical research done in the United 
States is carried out by medical schoo] faculty mem- 
bers in medical center laboratories and hospitals. The 
benefit of the research results to the profession and to 
the public are obvious. Though its values both in medi- 
cal education and in ultimate benefits to humanity are 
inestimable, medical research is costly in personnel, 
space, and equipment. 

Modern medical schools are increasingly active in 
providing leadership, as well as faculty and facilities 
where possible, for postgraduate or continuing med- 
ical education of practicing physicians regarding 
advances in medicine. The needs for this and the 
demand by the profession itself have increased, though 
funds for these activities have not increased corre- 
spondingly. Present limitations of budget prevent 
some schools from taking as active a role as they 
would be willing to assume. All concerned with rais- 
ing the educational stature of postgraduate medical 
education realize the contribution that medical edu- 
cators can make. 

Medical schools are a major source for training 
nurses, dietitians, technologists, and special therapists. 
These associates of the physician greatly extend his 
usefulness to the people of the community and in- 
crease the effectiveness of each doctor. 

Another integral part of a medical school’s function 
is its service to patients, for, without sick people to 
study, modern medical education would be impos- 
sible. This requires hospitals and clinics, whose cost 
of construction, maintenance, and staffing has risen 
steadily and at a greater rate than in other facets of 
any cost-of-living index. A greater understanding on 
the part of the practicing profession of the problems 
of the full-time clinical faculty is necessary to prevent 
the costs of medical education from rising to astro- 
nomical heights. 

The needs of the medical schools in order that they 
may continue to fulfill their basic obligations to the 
medical profession and the public should be a source 
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of grave concern by everyone. The American Medical 
Association and its Council on Medical Education and 
Hospitals, as well as the Woman’s Auxiliary, the Asso- 
ciation of American Medical Colleges, the Student 
American Medical Association, the American Medical 
Education Foundation, and the National Fund for 
Medical Education are uniting during the week of 
April 21-28 to bring this story to the people of the 
United States. It is felt that better understanding will 
lead to greater support. 

The interest in and demand for health services is 
constantly on the increase, as is the population re- 
quiring such services. The resources of the medcal 
schools to meet these demands are stretched thin in 
many cases, despite grants in the past year by founda- 
tions. There can be no question of compromise on the 
quality of education that the schools provide, for 
the present high quality of medical education required 
decades to achieve. 

The profession both in and out of the schools has 
vigorously resisted turning to the federal treasury 
for support, knowing that such federal support could 
mean a federal voice in medical school policies and 
consequently in the profession itself. The alternative 
is greater understanding and more generous local 
support of the medical schools by the profession and 
by the public. 


GOD AND THE PHYSICIAN 


Two professions intimately involved in the welfare 
of the American individual are religion and medicine. 
But no longer—as in spasmodic periods of the past— 
are the doctor and the clergyman in occasional com- 
petitive roles. In areas where there was enmity, there 
is now rapport; in situations where there was suspicion, 
there is now trust. 

The influence of this growing interprofessional ac- 
cord, as related in “Medicne at Work,” on page 1358, 
cannot be underestimated. The resurgence of religion 
in this country is matched by record-high public in- 
terest in all things medical. The individual wants to 
know more and more about himself and how he relates 
to all men and all things of all times. 

Why are medicine and religion drawing more close- 
ly together? It is suggested that only in science and 
the soul is there refuge from nuclear destruction. More 
likely, the answer lies in the reemergence of the indi- 
vidual from his part-of-the-mass status. When individ- 
ualism flourished in the early days, preacher-doctors 
(with what little medical knowledge they possessed ) 
were able to treat the “whole” patient. But the growth 
of mechanization and specialization in society gradual- 
ly submerged the individual. Now, with leisure time 
overtaking working time, the individual shines again. 

Advances in psychosomatic medicine have rewarded 
members of both professions with a clearer view of 
compassion and appreciativeness as prime tools in 
their respective ministries. 

There is another reward in the individual's growing 
respect for his doctor and clergyman as personal guard- 
ians of his well-being—rather than as impersonal judges 
of human traits: Neither profession has the unwelcome 
“ivory tower” reputation that it once had. 
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ORGANIZATION SECTION 


PROPOSED PRINCIPLES OF MEDICAL 
ETHICS OF THE AMERICAN MEDICAL 
ASSOCIATION 


When it adopted the report of the Reference Com- 
mittee on Constitution and Bylaws in Seattle, the 
House of Delegates referred Sections 6 and 7 of the 
Proposed Principles of Medical Ethics back to the 
Council on Constitution and Bylaws for further study. 
The House also urged that, if possible, this study be 
completed at least six weeks prior to the June session 
and that the results be published in Tue JourNAL in 
order that all interested physicians might have an 
opportunity to comment thereon. The study has been 
made, and following is the Proposed Principles of 
Medical Ethics that the Council on Constitution and 
Bylaws will present to the House of Delegates at the 
June meeting in New York City.—Ep. 

Preamble 

These principles are intended to aid physicians indi- 
vidually and collectively in maintaining a high level 
of ethical conduct. They are not laws but standards by 
which a physician may determine the propriety of his 
conduct in his relationship with patients, with col- 
leagues, with members of allied professions, and with 
the public. 

Section 1.—The principal objective of the medical 
profession is to render service to humanity with full 
respect for the dignity of man. Physicians should merit 
the confidence of patients entrusted to their care, ren- 
dering to each a full measure of service and devotion. 

Section 2.—Physicians should strive continually to 
improve medical knowledge and skill, and should make 
available to their patients and colleagues the benefits 
of their professional attainments. 

Section 3.—A physician should practice a method of 
healing founded on a scientific basis; and he should 
not voluntarily associate professionally with anyone 
who violates this principle. 

Section 4.-The medical protession should safeguard 
the public and itself against physicians deficient in 
moral character or professional competence. Physicians 
should observe all laws, uphold the dignity and honor 
of the profession and accept its self-imposed disci- 
plines. They should expose, without hesitation, illegal 
or unethical conduct of fellow members of the profes- 
sion. 

Section 5.—A physician may choose whom he will 
serve. In an emergency, however, he should render 
service to the best of his ability. Having undertaken 
the care of a patient, he may not neglect him; and un- 
less he has been discharged he may discontinue his 
services only after giving adequate notice. He should 
not solicit patients. 

Section 6.—A physician should not dispose of his 
services under terms or conditions which (1) interfere 
with or impair the free and complete exercise of his 
independent medical judgment and skill, (2) cause 
deterioration of the quality of medical care, (3) or 
permit the exploitation of his services for financial 
profit. 


Section. 7.—In the practice of medicine a physician 
should limit the source of his professional income to 
medical services actually rendered by him, or under 
his supervision, to his patients. His fee should be com- 
mensurate with the services rendered and the patient's 
ability to pay. He should neither pay nor receive a 
commission for referral of patients. Drugs, remedies, 
or appliances may be dispensed or supplied by the 
physician provided there is no exploitation of the pa- 
tient. 

Section 8.—A physician should seek consultation 
upon request; in doubtful or difficult cases; or when- 
ever it appears that the quality of medical service may 
be enhanced thereby. 

Section 9.-A physician may not reveal the confi- 
dences entrusted to him in the course of medical at- 
tendance, or the deficiencies he may observe in the 
character of patients, unless he is required to do so 
by law or unless it becomes necessary in order to pro- 
tect the welfare of the individual or of the community. 

Section 10.—A physician's responsibilities extend not 
only to his patients but also to those activities whose 
purpose is to improve the health and welfare of the 
individual and of the community. 


MEDICAL EDUCATION WEEK, APRIL 21-27 


Medical Education Week, the second annual nation- 
wide program to build public good will and support 
for U. S. medical schools, has been set for the week 
following Easter, April 21-27. The national sponsors 
are urging their memberships throughout the country 
to initiate and conduct city and areawide observances 
in order to receive maximum benefit from the abun- 
dance of network, magazine, and syndicated news- 
paper promotion already arranged by their national 
committee. 

The primary objective of this public education 
program is to stress the unprecedented gains of the 
nation’s 82 medical schools—in enrollments, graduates, 
research, and community service. The public's re- 
sponse to the first Medical Education Week last year 
indicated that the observance is an effective medium 
for winning greater understanding of the needs and 
problems of U. S. medical education, while dispelling 
many of the uninformed opinions detracting from the 
schools’ excellent accomplishments. 

Promotional aids, such as sample radio and televi- 
sion scripts, speeches, proclamations, and community 
program plans, were mailed by the A.M.A.’s Public 
Relations Department to 2,000 state and county medi- 
cal societies early in February, with the request that 
their public relations chairmen utilize their member- 
ships and those of allied organizations in putting these 
educational tools to work in their respective areas. 

National sponsors, in addition to the American 
Medical Association, are the Association of American 
Medical Colleges, the American Medical Education 
Foundation, the National Fund for Medical Educa- 
tion, the Student American Medical Association, and 
the Woman’s Auxiliary to the A.M.A. 
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NOTES FROM THE COUNCIL 


The following information summarizes matters of 
general interest considered by the Council on Medical 
Education and Hospitals during its meetings in Chica- 
go, Feb. 8-9, 1957. 


Background Preparation for General Practice 


In its report to the House of Delegates in Seattle 
( November, 1956) the Committee on Medical Practice 
recommended that there should be a long-range study 
of the background preparation for general practice 
made by a committee representing the Council on 
Medical Education and Hospitals, the Association of 
American Medical Colleges, the American Academy 
of General Practice, and the specialty areas. Subse- 
quently the Board of Trustees instructed the Council 
to organize such a committee and initiate the study. 
The committee held its first meeting on Jan. 18, 1957, 
devoting the major portions of its time to reviewing a 
large amount of background material, clarifying its 
objectives and organizing its further activities. It was 
generally agreed that the committee should consider 
the following tour questions: 1. What is general prac- 
tice? 2. Is what is defined as general practice of lasting 
value to the health care of the United States public? 
3. What preparation is needed for this type of prac- 
tice? 4. How can the preparation best be offered? The 
committee adopted a basic working definition of gen- 
eral practice and appointed three subcommittees with 
instructions to prepare documentation of the four 
questions agreed upon as the basis for the first phase 
of the study. These subcommittees will report to the 
committee as a whole on May 10, 1957. 


Co-sponsored Conference of Paramedical Groups 


The Council voted to approve the recommendation 
of the Subcommittee to Prepare a Statement on Inte- 
gration of Paramedical Group of the Joint Committee 
on Paramedical Groups of the American Hospital As- 
sociation and the American Medical Association that 
a conference be planned to be jointly co-sponsored by 
the two parent groups. The objective of this conference 
is to bring together representatives of the paramedical 
areas that are currently cooperating with the A. H. A. 
and A. M. A. to discuss common problems and to study 
ways and means of improving through coordination 
and/or integration the interrelationship of all groups, 
in the interest of rendering the best possible services. 


Inhalation Therapy 


The Committee on Essentials concurred with the 
Joint Committee on Paramedical Groups (A. H. A. and 
A. M. A.) that training in inhalation therapy might best 
be integrated with already existing education pro- 


grams in closely related fields rather than being an 
isolated entity. The Council, therefore, voted that 
further definition and study of inhalation therapy was 
indicated prior to the establishment of training stand- 
ards and that integration of such specialized training 
within existing closely related educational programs 
should be encouraged. 


Exfoliative Cytology 


The Council voted that programs in exfoliative 
cytology should be integral parts of approved training 
programs in pathology and that any list of such pro- 
grams developed by the American Board of Pathology 
will be acceptable to the Council provided such train- 
ing is given in institutions approved for training in 
pathology in general or those that are affiliated with 
approved institutions. Furthermore, the Council voted 
that any institutions currently listed by the American 
Board of Pathology for training in exfoliative cytology 
not currently affiliated with approved pathological 
programs should be urged to seek such affiliation. 


Residency Training in Occupational Medicine 


The Council approved the recoinmendations on 
“Evaluation of Residency Training in Programs of 
Occupational Medicine.” Since graduate training in 
occupational medicine involves (1) academic in- 
struction in a medical school. a school of public health, 
or a graduate school, and (2) in-plant training in in- 
dustrial institutions, it has been necessary to arrange 
for their total evaluation by qualified personnel. 
Schools offering the academic training in this special- 
ty that apply for approval will be evaluated by mem- 
bers of the field staff of the Council. In-plant industrial 
training will be evaluated by representatives of the 
Council and the American Board of Preventive Medi- 
cine, each of these organizations paying the expenses 
incurred by its representatives. 


Discontinuation of Listing of Residencies 
in the Field of Malignant Diseases 


The Council gave careful consideration to the prob- 
lem of whether it should continue the “Essentials for 
Residency Training in Malignant Diseases” and the 
separate annual listing of residencies in this category. 
Currently only 11 hospitals are listed as offering such 
residencies. No specialty board automatically accepts 
residency training in one of these programs although 
some of them may give credit on an individual basis 
for time spent in such programs. At the present time 
some of these institutions report no residents in the 
field of malignant diseases as such, but they do rotate 
residents from other approved services. Most of the 


1366 COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


hospitals currently approved in the field of malignant 
diseases are also approved in surgery, pathology, and 
radiology. After detailed consideration the Council 
agreed that the category of malignant diseases should 
be abandoned as a separate residency listing and that 
the institutions involved should be advised to incor- 
porate their training in approved programs in recog- 
nized specialties. The staff of the Council has been 
authorized to take appropriate steps, with due notifi- 
cation and allowance of an adequate period of time 
for institutions presently approved for residencies in 
malignant diseases to incorporate their training in 
programs in recognized specialties, to eventual discon- 
tinuation of the listing of residencies in this category. 


Cooperative Review of Residency Essentials 


The Council instructed the Secretary to communi- 
cate with the chairmen of the Residency Review and 
Conference committees with the objective of inviting 
a careful review of the “Essentials of Approved Resi- 
dencies and Fellowships” with the objective of deter- 
mining any discrepancies or inconsistencies between 
them and the various board requirements. Each of the 
committees will be invited to make recommendations 
after such a review to the parent organizations for 
appropriate action. 


Specialty Board Requirements 


The Council voted that the summarization of board 
requirements included in the current “Essentials of 
Approved Residencies and Fellowships” be deleted 
and that a general statement be substituted to the 
effect that individuals interested in board certification 
should communicate with the respective board for 
detailed information regarding requirements that must 
be fulfilled to become eligible as a candidate for con- 
sideration by the respective board. 


Action on Medical Schools 


The Council received reports on surveys of medical 
schools recently visited by liaison teams representing 
the Council on Medical Education and Hospitals and 
the Association of American Medical Colleges, Hahne- 
mann Medical College and Hospital and University 
of Buffalo Schoo] of Medicine were voted continued 
status of full approval. 

The Council voted to grant full approval to the 
University of Mississippi for its four-year program of 
undergraduate medical instruction. This institution 
will graduate its first class of physicians in June, 1957, 

In accord with recent policy, the Council voted to 
extend provisional approval to Albert Einstein School 
of Medicine of Yeshiva University for the first two 
years of its developmental program. 

In view of the fact that the schools of medicine of 
the University of Missouri and University of Saskatch- 
ewan have completed organizations of their four- 
year programs, will graduate their first classes in 


J.A.M.A., April 13, 1957 


June, 1957, and will not be surveyed by liaison teams 
until the spring of 1957, the Council authorized pub- 
lication of a statement to the effect that their grad- 
uates may be considered by hospitals for appointment 
as interns as coming from approved institutions, pend- 
ing final action by the Council on Medical Education 
and Hospitals and the Association of American Med- 
ical Colleges. 

The Council reviewed and approved the tentative 
schedule of medical school surveys in the United 
States and Canada for the next two years. These visits 
will be conducted in cooperation with the Association 
of American Medical Colleges and in certain instances 
with representatives of regional accrediting agencies. 
Thirty schools have been provisionally scheduled for 
such visits during this two-year period. 


Internship 


The Council was informed that after the November, 
1956, meeting a communication was directed to 95 
hospitals that offered straight internship informing 
them of the request of the House of Delegates that 
the Council on Medical Education and Hospitals 
encourage rotating internships in such institutions. 
Hospital administrators and individuals responsible 
for supervising straight internships have been invited 
to comment on the relative merits of the straight 
internship versus the rotating internship. An analysis 
of the replies will be submitted to the Council at its 
meeting in June. 


Other Items 


The Council reviewed the recommendation of the 
various residency review and conference committees 
and the Internship Review Committee and took ac- 
tion approving these recommendations concerning 
the status of residency and intern programs. They 
also considered recommendations regarding technical 
schools in the fields with which the Council has 
liaison. On request of the Legislative Committee of 
the A. M. A., the Council reviewed and expressed opin- 
ions on several congressional bills that had been sub- 
mitted for such consideration. 


53rd Annual Congress on Medical Education and 
Licensure 


The Council on Medical Education and Hospitals 
is pleased to report to the American Medical Asso- 
ciation that the registration at the 53rd Annual Con- 
gress on Medical Education and Licensure held at the 
Palmer House in Chicago, Feb. 9-12, 1957, was 936 
persons. This was the largest official registration ever 
recorded at one of these annual congresses. The ma- 
terial presented at the various sessions, co-sponsored 
by the Council, the Federation of State Medical 
Boards, and the Advisory Board for Medical Special- 
ties, dealt with matters of serious current interest and 
was well received by those in attendance. 
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MEDICAL NEWS 


GEORGIA 


Appoint Chairman of Anatomy Department.—Emory 
University School of Medicine, Atlanta, has announced 
the appointment of Geoffrey H. Bourne, Ph.D., secre- 
tary of the British Nutrition Society, as chairman of 
the anatomy department, effective in July. Dr. Bourne 
lectured at Emory last November. He is a reader in 
histology at the London Hospital Medical College and 
is the author of many scientific articles. He holds the 
degree of doctor of science from the University of 
Western Australia and of doctor of philosophy from the 
University of Oxford, directed experimental work at 
the Australian Institute of Anatomy, 1934-1935, and 
in 1936 and 1937 was engaged in nutritional studies for 
the Commonwealth of Australia. 


ILLINOIS 

Chicago 

Northwestern University Alumni Reunion.—The an- 
nual medical faculty-alumni reunion of Northwestern 
University Medical School will be held May 11, at the 
Furniture Club of America, 666 N. Lake Shore Drive, 
Chicago. A social hour will begin at 6 p. m. and din- 
ner will be served at 7 p. m. Reservations for the 
dinner may be made at the Alumni office in the medi- 
cal school, 303 E. Chicago Ave., Chicago, through 
May 8. Tickets are $8 a person. 


Dr. Bailey Honored.—Dr. Percival Bailey, director, 
Illinois State Psychopathic Institute, was recently 
made an Officer in the French Legion of Honor, “in 
appreciation of work done in training French physi- 
cians in neurology and neurological surgery and also 
for attested friendship for the French people demon- 
strated on many occasions.” Dr. Bailey, who received 
his training in neurology and in psychiatry in Paris, has 
been a Chevalier of the Legion of Honor for many 
years. 


Conference of Medical Society Executives.—At the 
organizational meeting of the Conference of Medical 
Society Executives of Greater Chicago, March 14, Mr. 
Samuel N. Turiel, Skokie, executive assistant, Ameri- 
can College of Chest Physicians, was elected president; 
Mr. Donald F. Richardson, Barrington, executive sec- 
retary, American College of Obstetricians and Gyne- 
cologists, vice-president; Mrs. Ann Zimmerman, Evan- 
ston, executive secretary, Illinois Nurses Association, 
secretary-treasurer. The purpose of this conference is 
to increase the efficiency of its members in their service 
to their respective societies through the exchange of 
information and through meetings pertiaent to the 
executive management of these societies; and to further 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


good-fellowship among persons engaged in carrying 
out the executive activities of medical, dental, veteri- 
nary, nursing, and allied professional societies. 


MASSACHUSETTS 


Establish Medical Care Studies Unit.—Establishment 
at Beth Israel Hospital, Boston, of a unit which will 
engage in studies on appropriate aspects of medical 
care has been announced. Members of the unit will 
study the nature of the actual and potential population 
served by the hospital, the organization and adminis- 
tration of medical care, the evaluation of particular 
programs of care, and related matters. The initial 
project to be undertaken is an outpatient-care study 
made possible by a research grant from the U. S. 
Public Health Service. 


MISSOURI 


Colonel Artz to Give Thompson Lecture.—Curtis P. 
Artz, Lt. Col., M. C., U. S. Army has been chosen 
to present the eighth annual Dr. F. G. Thompson Sr. 
Lectureship on May 9, at the Thompson-Brumm- 
Knepper Clinic, St. Joseph. Dr. Artz is associate 
professor of surgery at the University of Mississippi 
Medical Center. His subject will be “The Use of 
Parenteral Fluids in Disease, Trauma and Burns as 
Indicated in Daily Practice.” All general practitioners 
and specialists in the Midwest area are invited. 


MONTANA 


Society News.—The Montana Pediatric Society has 
named Dr. Frank J. Friden, Great Falls, president, Dr. 
Joseph W. Brinkley, Great Falls, vice-president, and 
Dr. John R. Halseth, Denver secretary-treasurer. 


NEW YORK 


Extend Cardiac Camp for Children.—Serving only 
children selected from clinics, hospitals and welfare 
agencies in its eight years of operation, Sprout Lake 
Camp for Cardiac Children has extended its service 
to children referred by private physicians. The 90-acre 
camp, in a pine forest, was established in 1949. It is 11 
miles from Poughkeepsie, N. Y. Physicians who wish 
to use the camp need only request a health record 
form from Associated Cardiac League, Inc., 1 Union 
Square West, New York City. (Telephone: WAtkins 
9-8055. ) 


Dr. Edelman Goes to California.—Dr. Richard J. Edel- 
man, who has been affiliated with the department of 
psychiatry at State University of New York College 
of Medicine in Syracuse since January, 1955, has re- 
signed to accept a position in psychiatry at the Uni- 
versity of Southern California in Los Angeles. He will 
join Dr. Edward J. Stainbrook, who left the college of 
medicine in Syracuse last July to become chairman of 
the department of psychiatry at the University of 
Southern California. Dr. Edelman interned at the Uni- 


> 


1368 MEDICAL NEWS 


versity of Illinois Research and Educational Hospitals 
in 1948, and from 1949 to 1950 he was a fellow in 
psychiatry and neurology at the Salpetriere Hospital, 
Paris, France. 


Series of Two-Way Radio Conferences.—Management 
of poisoning, indications for surgery in chronic abdom- 
inal disease, and psychotherapy are among_ topics 
slated for discussion in the final phase of Albany Med- 
ical College’s current series of two-way radio medical 
conferences. The series will close April 26. Presented 
at noon on Monday, Wednesday, and Friday of each 
week, the conferences are beamed to a total of 22 
area hospitals, ranging from Middletown in the south 
to Glens Falls in the north, and reach an average 
weekly audience of 170 physicians. The hour-long 
conferences are approved for postgraduate study 
credit by the American Academy of General Practice. 
Topics are preassigned, and a moderator and “instruc- 
tors’ located in a “radio room” at the college answer 
the questions beamed back to them from the hospital 
conference rooms where the programs are received. 
For information call Hal Hammond, Public Relations 
Director, Albany 8-4541 ext. 704. 


New York City 


Harvey Lecture.—The ninth Harvey Lecture in the 
present series will be delivered May 16, 8:30 p. m., at 
the New York Academy of Medicine, 103rd Street 
and Fifth Avenue, by Dr. Thomas H. Weller, Richard 
Pearson Strong professor of tropical public health, 
Harvard School of Public Health, Boston, on “Observa- 
tions on the Behavior of Certain Viruses that Produce 
Intranuclear Inclusion Bodies in Man.” 


Appoint Professor of Dermatology.—Dr. Joseph L. 
Morse, a member of the faculty at New York Postgrad- 
uate Medical School, New York University Bellevue- 
Medical Center, for 30 years and associate clinical 
professor of dermatology there since 1950, has been 
named director of the department of dermatology, 
New York Medical College, Flower and Fifth Avenue 
Hospitals, and professor in the department. He has 
also been appointed attending dermatologist to New 
York Medical College, Flower and Fifth Avenue Hos- 
pitals, Metropolitan Hospital, and Bird S. Coler Me- 
morial Hospital and Home, affiliates of New York 
Medical College. 


Appoint Annual Visiting Psychiatrist—Dr. Paul H. 
Hoch, state commissioner of mental hygiene, was ap- 
pointed Clarence P. Oberndorf Visiting Psychiatrist at 
Mount Sinai Hospital and served in that capacity for 
the week of April 1. During the appointment Dr. Hoch 
lectured, held seminars and conducted ward rounds 
for Mount Sinai’s staff of nearly 100 psychiatrists, 
who man the hospital's liaison program, mental health 
clinics, and perform other activities in the psychiatric 
field. The hospital appoints a visiting psychiatrist an- 
nually as a means of introducing new points of view 
and a wider range of experience to the psychiatry 
staff. 
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OHIO 


Hospital News.—Dr. Joseph G. Greenfield, honorary 
consulting pathologist to the National Hospital for 
Paralyzed and Epileptics, Queen Square, London, will 
serve as visiting professor of neurology and pathology 
at the Cincinnati General Hospital during the week of 
May 13. On May 17 he will discuss “Malformations 
and Degenerations of the Cervical Spinal Discs” in 
the Mont Reid lecture room. 


New Division of Neurology.—A division of neurology 
was recently established at the Western Reserve Uni- 
versity Medical Center in Cleveland, with Dr. Clark T. 
Randt as director. There will be 122 beds for the neu- 
rological and the Crile Veterans Administration Hospi- 
tal, as well as a large outpatient service. Basic science 
instruction and research opportunities will be pro- 
vided in neuroanatomy, neurobiochemistry, biophysics, 
neurophysiology, neuropathology, and neuropharma- 
cology. Clinical training in established programs in 
neurosurgery and psychiatry, as well as special instruc- 
tion in electroencephalography, electromyography, 
chronaxie, and visual fields will be available. 


OREGON 


Annual Alumni Association Meeting.—The 42nd annual 
meeting of the Alumni Association, University of 
Oregon Medical School, Portland, will be held April 
24-26. The program features the Sommer Memorial 
Lectures and an annual banquet. For information write 
Alumni Association, University of Oregon Medical 
School, 3181 S. W. Sam Jackson Park Rd., Portland 1. 


PENNSYLVANIA 
Philadelphia 


Grant for Program in Comprehensive Medicine.—A 
three-year $298,574 grant from the Commonwealth 
Fund of New York has been awarded to Temple 
University School of Medicine to support a program 
in comprehensive medicine, a course designed to 
teach medical students a broad approach to patient 
care, including environmental and psychological fac- 
tors as well as physical causes of illness. Dr. William 
A. Steiger, assistant professor of medicine, is in charge 
of the over-all administration of the course, which is 
supervised cooperatively by the departments of psy- 
chiatry, internal medicine, and social service. The 
basic concept of comprehensive medicine, originally 
confined to the senior year but now encompassing the 
entire four-year tenure of the medical student at 
Temple, is to implement the student-physician’s under- 
standing of a man as a social being. Psychiatric orien- 
tation is a special keynote of the program. Students, 
who usually work in pairs, assume a “family doctor” 
relationship with selected clinic patients. Regular 
home visits are scheduled. Patients for comprehensive 
study are selected from the medical clinic of the 
Temple University Medical Center and represent a 
cross-section of general types. In addition to patients 
with psychosomatic implications, about 13% of the 
patient group chosen for study are actually psychotic 
or borderline. The student is also given experience 
with patients suffering from chronic illnesses. Regu- 
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lar conferences are held with the integrated teams of 
psychiatrists, social workers, internists, and gynecolo- 
gists at which analyses of patients and their problems 
are made, thus providing the student with a “blue- 
print . . . in his do-it-yourself learning experience.” 


TEXAS 

Personal.—Dr. William L. Wilson, former brigadier 
general, No. 50 Army Medical Corps, has been named 
director of the newly formed division of occupational 
health in the state health department. Dr. Wilson's 
last Army assignment was as commander of Midigan 
General Hospital in Tacoma, Wash. 


Society News.—At its annual meeting the Texas Society 
of Pathologists chose the following officers: president, 
Dr. Lloyd R. Hershberger, San Angelo; president-elect, 
Dr. John H. Childers, Galveston; vice-president, Dr. 
Maynard S. Hart, El Paso; secretary-treasurer, Dr. 
Mervin H. Grossman, Dallas; and councilor, Dr. Jack 
P. Abbott, Houston. The society approved (1) a pre- 
liminary draft of a uniform code for autopsy procedure; 
(2) a preliminary draft of a statewide medical ex- 
aminer bill based on an independent commission; and 
(3) an annual conjoint meeting with the Texas Society 
of Medical Technologists. 


Dr. Goforth Honored.—The Texas Society of Patholog- 
ists recently presented the Caldwell award to Dr. John 
L. Goforth, clinical professor of pathology at South- 
western Medical School of the University of Texas, 
Dallas, for “outstanding teaching, research, and service 
during the past year.” On the preceding day, Dr. 
Goforth had been honored by the administrator of St. 
Paul's Hospital at Dallas, who presented him with a 
diamond-studded pin in recognition of his 30 years of 
service there. Dr. Goforth is president of the American 
Society of Clinical Pathologists and has served as presi- 
dent of the Dallas County Medical Society, Texas 
Society of Pathologists, and Southern Clinical Society. 


WISCONSIN 


University News.—Doctors at the University of Wis- 
consin Cardiovascular Research Center, Madison, are 
undertaking a clinical study to learn more about the 
origin and effects of silo-fillers’ disease, under the 
direction of Dr. John Rankin. Drs, Helen Dickie, 
Charles Crumpton, and Dean Emanuel are on the re- 
search team. 


State Medical Meeting in Milwaukee.—The State Med- 
ical Society of Wisconsin annual meeting will be held 
May 7-9, in Milwaukee. Closed-circuit television pres- 
entations and exhibits are scheduled. Special programs 
on anesthesia, obstetrics and gynecology, pediatrics 
and surgery are scheduled for May 8 and programs on 
internal medicine, ophthalmology and otolaryngology, 
psychiatry, radiology, and orthopedic surgery are 
scheduled May 9. Social events include a benefit con- 
cert and dinner May 9. The general practice day pro- 
gram includes the following topics to be given by 
out-of-state speakers: 
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Acne Vulgaris (Including Dermabrasion), Francis W. Lynch, 
University of Minnesota Medical School, Minneapolis. 


The Office Diagnosis of Congenital Manformations of the Heart 
Amenable to Surgery, Benjamin M. Gasul, University of Illinois 
College of Medicine, Chicago. 


Drug Allergies, William B. Sherman, New York Medical College, 
Flower and Fifth Avenue Hospitals, New York City. 


For information write C. H. Crownhart, P. O. Box 
1109, Madison 1. 


GENERAL 


Meeting on Cleft Palate Rehabilitation.—The 15th an- 
nual meeting of the American Association for Cleft 
Palate Rehabilitation will be held at the Hotel Cleve- 
lander, Cleveland, May 2-4. The first day will be de- 
voted to considerations of “Velopharyngeal Sphincter 
Incompetency.” On the following two days papers on 
many aspects of cleft palate rehabilitation will be 
presented. 


Session on Hospital and Medical Public Relations.— 
A special session on hospital and medical public rela- 
tions will be held as part of the national conference 
of the American Public Relations Association, to be 
held at the Warwick Hotel, Philadelphia, April 24-26. 
Dr. Samuel B. Hadden, president, Philadelphia County 
Medical Society, will speak on “The Doctor’s Diag- 
nosis of Public Relations.” 


Scholarship for Freshman.—A_ full-tuition, four-year 
scholarship has been established at Northwestern Uni- 
versity Medical School, Chicago, by Dr. and Mrs. 
John William Howser, Oak Park, IIl., in honor of Dr. 
James K. Stack, Chicago, associate professor of ortho- 
pedic surgery. The scholarship is to be awarded to an 
incoming freshman medical student selected by the 
school’s scholarship committee. At the end of each 
four years, a new student will be selected. 


Director of Multiple Sclerosis Society.— Dr. Thomas 
L. Willmon, New Canaan, Conn., has been appointed 
director of the medical and scientific department of 
the National Multiple Sclerosis Society to succeed 
Frederick L. Stone, Ph.D., who is returning to the 
U. S. Public Health Service. Dr. Willmon, who has 
led and supervised basic medical research while 
serving in the Naval Medical Corps, is leaving the 
naval service after 25 years. For the past five years, 
he has been executive officer of the Navy's medical re- 
search laboratory at Bethesda, Md. 


Meeting of Radiation Research Society.—The annual 
meeting of this society will be held at Rochester, 
N. Y., May 13-15. In addition to submitted papers, 
there will be two symposiums: one concerned with 
radiation genetics and the other with radiation chem- 
istry. There will also be a series of lectures. Those 
desiring to report original research on radiation effects, 
or desiring attendance information, may contact the 
secretary of the society, Abraham Edelmann, Ph.D., 
Nuclear Science and Engineering Corporation, Post 
Office Box 10901, Pittsburgh 36. 
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Annual Academy of Sciences Meeting.—The 94th an- 
nual meeting of the Academy of Sciences will be held 
at the Hotel Statler, Washington, D. C., April 22-24. 
Scientific sessions are scheduled for April 22-23. Busi- 
ness sessions for members of the academy are sched- 
uled on April 23. The election of officers and new 
members will be held in the morning and general 
academy business will be transacted in the afternoon. 
The academy dinner will be held April 23 in the presi- 
dential ballroom. Special ladies’ programs and 
luncheons are planned. 


Physicians and Surgeons Meet in Florida.—The 14th 
annual meeting of the Association of American Physi- 
cians and Surgeons will be held at the Hotel di Lido, 
Miami Beach, Fla., April 25-27. Senator William F. 
Knowland from California will be the banquet speaker. 
The president's luncheon will be held April 25 and 
the annual banquet will be held April 26. There will 
be exhibits and a special ladies’ program. Program and 
hotel information may be obtained from the Associa- 
tion of American Physicians and Surgeons, 185 N. 
Wabash Ave., Chicago 1. 


Aptitude Tests for the Blind.—Hadassah, the Women’s 
Zionist Organization of America, commemorated the 
10th anniversary of its vocational guidance bureau in 
Israel by presenting to Miss Helen Keller special apti- 
tude tests for the blind developed by Dr. Erwin Arn- 
stein, director of the bureau in Jerusalem. The purpose 
of the tests is to find productive employment for Israelis 
afflicted by blindness. Miss Keller hailed the work of 
Hadassah in concerning itself with problems of the 
blind in Israel] and cited the new tests as “additional 
evidence of the great strides Hadassah is making in the 
rehabilitation of the blind.” 


Society News.—The Southern Radiological Conference 
was organized at a joint meeting of the Alabama and 
Mississippi Radiological societies, attended also by 
radiologists from northwest Florida, in Point Clear, 
Ala., Jan. 26-27. Charter members are being accepted 
up to June 1. Properly qualified radiologists may apply 
to the secretary-treasurer for membership. Dues are 
$10 a year. Officers include: chairman, Dr. Thomas B. 
Dominick, Vicksburg, Miss.; vice-chairman, William 
D. Anderson, Tuscaloosa, Ala.; secretary-treasurer, Dr. 
Marshall Eskridge, Mobile, Ala. The next meeting will 
be Jan. 24-26, 1958, at the Grand Hotel, Point Clear, 
Ala. 


Prizes in Plastic Surgery.—The Foundation of the 
American Society of Plastic and Reconstructive Sur- 
gery announces the eighth annual scholarship contest. 
Two prizes ($1,000 and $750) will be awarded for the 
two best essays on original research in plastic sur- 
gery by plastic surgeons who have been in practice 
less than five years. Two other awards, consisting of 
silver plaques, will be given for the best research in 
plastic surgery by (1) a plastic surgeon who has been 
in practice more than five years and (2) a researcher 
outside the field of plastic surgery. For information, 
write Dr. Clarence R. Straatsma, President, Founda- 
tion of the American Society of Plastic and Recon- 
structive Surgery, 5 E. 83rd St., New York City. 
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Pediatric Prize Offered.—To stimulate an interest in 
clinical investigation and accurate reporting of pedi- 
atric problems, the New England Pediatric Society 
is offering an award of $200 for the best paper sub- 
mitted by an intern, resident, or fellow, who is con- 
nected with a teaching hospital or medical school in 
the New England area. The paper should deal with 
one or more pediatric cases of special interest or sig- 
nificance, with appropriate supporting literature and 
discussion. Papers should be submitted to Dr. Harry 
Shwachman, Secretary, New England Pediatric So- 
ciety, 300 Longwood Ave., Boston, by June 30, 1957. 


Psychiatric Glossary Available-—The American Psychi- 
atric Association, 1785 Massachusetts Ave. N. W., 
Washington 6, D. C., has published a_ psychiatric 
glossary prepared by its committee on public informa- 
tion and containing in nontechnical language some 500 
terms most frequently used in psychiatry. The idea 
for the glossary originated with a request by science 
reporters at the annual meeting of the American 
Psychiatric Association in 1952, who urged that their 
burden of translating the professional jargon of scien- 
tific papers be eased by such a glossary. Copies may 
be obtained from the Mental Health Materials Center, 
1790 Broadway, New York City 19, N. Y., for $1. 


Booklet on Hay Fever.—The American Foundation for 
Allergic Diseases has issued a revised and expanded 
version of its booklet, “Hay Fever and What You Can 
Do About It,” containing a guide on “Where Pollens are 
Prevalent” in the United States. The “Ragweed Pollen 
Index” rates almost 700 communities in the United 
States, Mexico, Canada, and some adjacent vacation 
areas for prevalence of ragweed pollen. The booklet is 
being distributed to allergists throughout the country. 
It may be obtained at cost by sending 25 cents in coin 
to the American Foundation for Allergic Diseases, 274 
Madison Ave., New York 16. The foundation, a non- 
profit organization of physicians and laymen, is sup- 
ported entirely by voluntary gifts. 


Lester Tayor Memoria! Scholarship.—A $500 scholar- 
ship, named for the first president of the Cleveland 
Health Museum has been made available by the 
women’s committee of the museum to any qualified 
graduate student interested in (1) school health educa- 
tion, (2) visual methods in health education, or (3) 
educational work in museums. All projects must be 
completed on the museum premises under the direc- 
tion of its professional staff, and a written report of 
the project (s) is required. A tuition fee of $100 will 
be paid to the museum from the $500 stipend. The 
remainder is paid directly to the candidate for living 
and other expenses. Address requests for applications 
to Dr. Bruno Gebhard, Director, Cleveland Health 
Museum, 8911 Euclid, Cleveland 6. 


Fellowships in Neoplasia.—Special fellowships for 
study of the pathology and treatment of cancer with 
pathological emphasis on the leukemias, lymphomas, 
and allied diseases are being offered to a limited num- 
ber of graduate physicians at the Memorial Center, 
affiliated with Cornell University Medical College, 
New York. Candidates must be graduates of recog- 
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nized A. M. A. approved medical schools, must have 
completed or be in process of completing two years of 
postgraduate training in internal medicine and must 
have an expressed interest in the study of malignant 
neoplastic diseases. The appointment is for one year 
beginning July 1, with a stipend of $6,000. Applicants 
should apply in writing to Dr. Lloyd F. Craver, Chief, 
Medical Neoplasia Service, Memorial Center for Can- 


cer and Allied Diseases, 444 E. 68th St., New York 21. 


Ford Foundation Grants.—The Ford Foundation has 
announced final payments totaling $98,315,300 to 
3,300 private hospitals in its 200 million dollar program 
to improve and extend community hospital services in 
the 48 states, Alaska, Hawaii, and Puerto Rico. The 
program is part of the appropriations of 500 million 
dollars announced by the foundation on Dec. 12, 1955. 
This total also included 210 million dollars to raise 
college faculty salaries and 90 million dollars to 
strengthen medical school instruction. An additional 
10 million dollars has since been approved to match 
contributions to the National Fund for Medical Educa- 
tion by industry and individuals. Grants to individual 
hospitals range between $10,000 and $250,000. Final 
determination of the eligibility of about 100 hospitals 
is pending. 


Conference on Animal Diseases and Human Health.— 
This will be a joint conference of the New York Acad- 
emy of Sciences and the U. S. Public Health Service 
Communicable Disease Center at the Barbizon-Plaza 
Hotel, New York City, May 2-4. The conference will 
provide a progress report on diseases of lower animals 
transmissible to man such as brucellosis, rabies, an- 
thrax, encephalitis, psittacosis, and cat-scratch fever. 
Other diseases will be discussed for the possible rela- 
tionship to similar diseases in man, such as pulmonary 
adenomatosis, which a release from the New York 
Academy of Sciences says has decimated sheep flocks 
in many parts of the world and has factors in common 
with lung cancer in man. Inquiries concerning the 
conference may be addressed to Mrs. Eunice Thomas 
Miner, Executive Director, New York Academy of 
Sciences, 2 East 63rd St., New York 21, N. Y. 


International Prizes for Family Physicians.—A new 
series of prizes for family physicians of any country 
has been announced in London by B. D. Thornley, 
managing director of Benger Laboratories, British 
pharmaceutical firm. The prizes, totaling 500 pounds 
in value ($1,400), will be known as the “Benger Prizes 
for Original Observations in General Practice.” Entries 
will be judged by the awards committee of the British 
College of General Practitioners. According to Mr. 
Thornley, “The ideas or hunches which we are looking 
for may be concerned with the causation, diagnosis, 
treatment or prevention of any disease.” All entries 
will be published, and the book will be available to 
physicians everywhere. Entries may be in any form 
and of any length. All family physicians are eligible 
to participate. Manuscripts or correspondence should 
be addressed to Benger Laboratories, Ltd., Holmes 
Chapel, Cheshire, England. 
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Physicians’ Art Exhibit.—The 20th art exhibition of the 
American Physicians Art Association will be held in 
conjunction with the annual meeting of the American 
Medical Association in New York City, June 3-4. All 
forms of art will be exhibited with prizes given for a 
beginners’ class (less than three years) and an ad- 
vanced class. The mediums represented will include 
oil-still life, oil-scapes, oil portraits, sculpture, photo- 
graphs, crafts, water colors, and pastels. Any bona fide 
member of the A. M. A. is eligible. The membership fee 
will be $5 for regular members and $20 for sponsor 
members, and the exhibit fee, $5 for each piece. Spon- 
sor members may exhibit two pieces free. The exhibit 
will be held on the mezzanine floor of the Coliseum at 
New York City. The deadline for the arrival of pictures 
is May 25. Address all communications to American 
Physicians Art Association, F, H. Redewill Jr., M.D., 
124 E. Hadley St., Whittier, Calif. 


Dermatological Fellowships.—Dr. Marion B. Sulz- 
berger, director of the service of dermatology at the 
Skin and Cancer Unit of the New York University- 
Bellevue Medical Center, announces dermatological 
and teaching fellowships on two levels: (1) a fellow- 
ship at $7,000 a year for dermatologists who have 
completed their three-year, full-time training in der- 
matology and wish to embark on or continue in a 
research or teaching career in special fields of 
dermatology—immunology, mycology, oncology, phys- 
iology, radiation, including radioactive isotopes and 
(2) a fellowship at $5,000 annually for graduate 
students or residents who have completed their basic 
science year at a recognized institution and who plan 
to do research or to assist in teaching in special fields. 
Applicants should apply to the Director, Service of 
Dermatology, New York Skin and Cancer Unit, 330 
Second Ave., New York 3. 


Tuberculosis Association Meets in Kansas City.—The 
National Tuberculosis Association will hold its 53rd 
annual meeting May 6-9 in conjunction with the 
American Trudeau Society in the Municipal Auditor- 
ium, Kansas City, Mo. Papers on current research 
and treatment problems, panel discussions, and spe- 
cial lectures are scheduled. Dr. Arvid Wallgren, Stock- 
holm, Sweden, will give the Charles J. Hatfield 
Memorial Lecture. The J. Burns Amberson Lecture 
will be given by Dr. Richard L. Riley, Johns Hopkins 
University, Baltimore, whose subject will be “Aerial 
Dissemination of Pulmonary Tuberculosis.” Other 
lectures will include the “The Hazards of Radiation,” 
by Dr. W. Edward Chamberlain, Philadelphia, and 
“The Present Status of Animal Tuberculosis,” by James 


H. Steele, Ph.D., U. S. Public Health Service Com- 


municable Disease Center, Atlanta, Ga. For informa- 
tion write National Tuberculosis Association, 1790 
Broadway, New York 19. 


Neurologists Meet in Boston.—The ninth annual meet- 
ing of the American Academy of Neurology will be 
held April 22-27, at the Sheraton-Plaza Hotel, Boston. 
The program includes special courses in neuropathol- 
ogy, neuroroentgenology, the mechanism and manage- 
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ment of pain, episodic disorders of the nervous system, 
neurochemistry, and neuropharmacology. A sympo- 
sium, “What We Need to Know About Muscle,” will 
be held April 25. The Robert Wartenberg Memorial 
Lecture will be given by Dr. K. Gunnar V. Wohlfart, 
Lund, Sweden, on “Collateral Regeneration from Sur- 
viving Motor Nerve Fibers in Partially Denervated 
Muscles.” Henry Mcllwain, Ph.D., London, England, 
will speak on Maintenance of the Composition of Iso- 
lated Cerebral Tissues,” at a colloquium on neuro- 
chemistry, April 26. The Woman’s Auxiliary has made 
available a prize of $200 to be given to the junior 
member whose paper was chosen by the Board of 
Trustees. The banquet will be held 8 p. m., April 26. 
Information may be obtained from Mrs. J. C. Mc- 
Kinley, 3501 E. 54th St., Minneapolis 17. 


Conference on Infertility—The United States section 
of the International Fertility Association will present 
a conference on infertility at the Greenbrier, White 
Sulphur Springs, W. Va., April 22-24. The following 
are among the speakers and topics to be presented: 

Psychosomatic Aspects of Infertility, Irving C. Fischer, New 

York City. 

Classification of the Infertile Couple, Floyd T. Romberger Jr., 

Indianapolis, Ind. 

Genetic Factors in Sterility, Walter W. Williams, Springfield, 

Mass. 

Endometriosis and Infertility, Jean Paul Pratt, Detroit. 
Tuboplastic Surgery—A Critical Evaluation, Paul T. Topkins, 

Brooklyn. 

Use of Long Acting Hormones in the Maintenance of Pregnancy, 

Edward C. Reifenstein Jr., New York City. 

Round-table discussions are scheduled. Registration 
fee. including the banquet, is $20 for nonmembers 
and $15 for members. For information write Dr. Paul 
T. Topkins, 114] Eastern Parkway, Brooklyn 13, N. Y. 


Booklet on Mental Illness.—The National Association 
tor Mental Health is issuing 100,000 copies of a book- 
let, “Mental IImess—A Guide for the Family,” as part 
of a new program of direct services to the mentally 
ill and their families. The booklet offers practical, 
step-by-step advice to relatives of the mental patient 
through every phase of his illness. Its chapters deal 
with how to choose a hospital and get the patient ad- 
mitted; how to get him into the hospital with minimum 
resistance; how to handle visits and letters; and how 
to deal with the patient, as well as the community, 
on his return home. The guide, first published in 1942 
has been completely revised and has been enlarged 
to cover many new developments in the care of the 
mentally ill. Distribution of the 95-page booklet will 
be through local mental health associations. Interested 
persons or organizations may obtain the guide for 50c 
from any state mental health association or from the 
National Association for Mental Health, 10 Columbus 
Circle, New York 19, N. Y. 


American Fund for Psychiatry.—Dr. Vernon W. Lip- 
pard, dean, Yale University School of Medicine, New 
Haven, Conn., recently was elected chairman of the 
board of directors, American Fund for Psychiatry, a 
nonprofit organization, established in 1954 to solicit 
contributions from corporations on a nationwide basis 
to finance research and teaching in psychiatry. Dr. 
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Lippard replaces Dr. George P. Berry, dean, Harvard 
Medical School, Boston, who has accepted a position 
on the executive board of the fund. The following 
physicians were elected to the board of directors: Dr. 
Gerhart J. Piers, director, Chicago Institute for Psy- 
choanalysis; Dr. George C. Ham, chairman, depart- 
ment of psychiatry, University of North Carolina 
School of Medicine, Chapel Hill; Dr. S. Bernard 
Wortis, chairman, department of psychiatry, New 
York University College of Medicine, New York City; 
and Dr. Edward T. Auer, chairman, department of 
psychiatry, University of Pennsylvania School of Med- 
icine, Philadelphia. In the first two years of its opera- 
tion, the fund allocated $60,000 to support research 
and training in psychiatry. The goal of the 1956-1957 
campaign for funds is $150,000. 


Fellowships in Industrial Medicine.—The Institute of 
Industrial Health, University of Cincinnati College of 
Medicine, offers graduate fellowships in industrial 
medicine. The institute provides professional training 
for graduates of approved medical schools who have 
completed at least one year of internship. The three- 
year course of instruction, leading to the degree of 
doctor of science in industrial medicine, satisfies the re- 
quirements for certification in occupational medicine 
by the American Board of Preventive Medicine. Two 
years are devoted to intensive academic and clinical 
study in the field of industrial medicine, and the third 
is spent in residency in an industrial medical depart- 
ment or in some comparable organization. Stipends for 
the first two years vary from $3,000 to $4,000 depending 
on the marital status of the students. In the final or 
residency year a fellow is compensated by the organiza- 
tion in which he is completing his training. A one-year 
course is also offered to qualified applicants with a pos- 
sibility of a master of science degree, Requests for in- 
formation should be addressed to Secretary, Institute 
of Industrial Health, College of Medicine, Eden and 
Bethesda Avenues, Cincinnati 19. 


Schering Award Winners.—The Schering Award Com- 
mittee, Bloomfield, N. J., announces the following 
winners of the annual competition open to medical 
students in the United States and Canada, for the best 
papers submitted on three medical topics of current 
interest: Nathanile Silon, Albany Medical College, 
Albany, N. Y., whose paper was “New Applications of 
Antihistamines in Medicine and Surgery”; Marvin I. 
Gottlieb, University of Tennessee School of Medicine, 
Memphis, who wrote on “Metabolic Aspects of the 
Aging Process”; and Richard K. B. Ho, University of 
Maryland Medical School, Baltimore, whose topic was 
“The Clinical Use of Adrenocortical Steroids in Col- 
lagen Diseases.” Winners of second prizes are Marvin 
A Sackner who wrote on the aging process, Morton 
J. Robinson and Richard N. Smith, coauthors of a 
paper on collagen diseases, all from Jefferson Medical 
College of Philadelphia, and Francis A. Goswitz and 
Helen Ann Vodopick coauthors of a paper on anti- 
histamines, written before their graduation from Mar- 
quette University School of Medicine, Milwaukee. 
Drs. Goswitz and Vodopick are now married and are 
interning at the State University of Iowa Hospitals in 
Iowa City. 
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Aero Medical Association Meeting.—The 28th Annual 
meeting of the Aero Medical Association will be held 
in the Shirley Savoy Hotel, Denver, May 6-8, under 
the presidency of Dr. Jan H. Tillisch, associate pro- 
fessor of medicine, University of Minnesota Graduate 
School, Minneapolis-Rochester. Presentations by more 
than 175 scientists from the United States, Great Brit- 
ain, Canada, Austria, and several European countries 
are scheduled. The scientific program includes a sym- 
posium on space travel and the medical aspects of jet 
transport operations, section meetings on air move- 
ment of respiratory patients, aviation medicine, per- 
sonal and safety equipment, anthropometry, and avia- 
tion pathology and psychology. Aeromedical motion 
pictures will be shown on the first two evenings of the 
meetings. Scientific exhibits will depict current pro- 
gress in aviation medicine and related specialties. 
Hotel accommodations may be obtained by writing 
the Denver Convention and Visitors Bureau, 225 West 
Colfax Ave., Denver 2, Colo., mentioning the Aero 
Medical Association. For information write to Dr. 
Thomas H. Sutherland, Secretary, Aero Medical As- 
sociation, P. O. Box 26, Marion, Ohio. 


Announce Kimble Research Award.—The conference 
of state and provincial public health laboratory di- 
rectors is accepting nominations for the sixth Kimble 
Methodology Research Award until June 1. The 
award, established by the Kimble Glass Company, is 
a cash award of $1,000 and will be presented at the 
annual meeting of the conference to be held in Cleve- 
land in November. Candidates’ work to be considered 
for nomination should be either (1) a fundamental 
contribution which serves as a basis for development 
of diagnostic methods which fall within the province 
of the public health laboratory or (2) the adaptation 
of a fundamental contribution to make it of use in a 
diagnostic laboratory. Candidates must be from the 
Uniied States, its territories, or Canada. Nominations 
may be made by authors, their associates, or others and 
should be accompanied by a statement justifying the 
recommendation, six summaries of the work, and six 
reprints (or six summaries with bibliography ). Nomi- 
nations may consist of a group of workers or one 
author. Nominations should be sent to: Howard L. 
Bodily, Ph.D., Chairman, Nominating Committee, 
Kimble Award State Department of Public Health, 
Division of Laboratories, 2151 Berkeley Way, Berkeley 
4, Calif. 


Chest Physicians Meet in New York.—The 23rd annual 
meeting of the American College of Chest Physicians 
will be held at the Hotel Commodore, New York City, 
May 29-June 2. Seminars on the medical and surgical 
aspects of pulmonary disease and cardiology will be 
held May 29. Symposiums on clinical cardiology and 
tuberculosis and panel discussions on tuberculosis 
treatment are scheduled. The program includes an 
EKG conference, clinical x-ray conference, round-table 
luncheon discussions, and “fireside conferences.” 
Among the topics and speakers scheduled are: 
Second Louis Mark Memorial Lecture: Precordia! Noises Heard 
at a Distance from the Chest, Series II, William B. Bean, head, 


department of internal medicine, State University of Iowa 
College of Medicine, lowa City. 
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Steroid Acid Amides of Diamino Dipheny] Sulfone in Tubercu- 
losis, Arpad Berczeller, director of bacteriology, Sea View 
Hospital, Staten Island, New York City. 

The Results of Open Heart Surgery with Induced Cardiac Arrest 
by Potassium Citrate in Patients with Congenital and Acquired 
Heart Disease, F. Mason Sones Jr., director, Heart Catheteri- 
zation Laboratory, Department of Cardiovascular Disease, The 
Cleveland Clinic Hospital, Cleveland. 

Endarterectomy for Coronary Atherosclerosis, Charles P. Bailey, 
head, department of thoracic surgery, Hahnemann Medical 
College and Hospital of Philadelphia, Philadelphia. 


Registration fee for nonmembers is $25. For infor- 
mation write American College of Chest Physicians, 
112 E. Chestnut St., Chicago 11. 


Psychosomatic Society Meeting in Atlantic City. —The 
annual meeting of the American Psychosomatic So- 
cietv will be held May 4-5 at the Chalfonte-Haddon 
Hall, Atlantic City, N. J. The program includes a panel 
discussion “Goals of Therapv in Psychosomatic Dis- 
orders” among the following papers to be presented: 


Measurement of Subjective Responses with Special Attention to 
the Effectiveness of Placebos, Henry K. Beecher, Dorr Pro- 
fessor of Research in Anaesthesia, Harvard Medical School, 
Boston. 

Patterns of Object Relationships and Cardiovascular Responsive- 
ness in Healthy Young Adults and Patients with Peptic Ulcer 
and Hypertension, Morton F. Reiser, associate professor of 
psychiatry, and Herbert Weiner, assistant professor of psy- 
chiatry, department of psychiatry, both of Albert Einstein Col- 
lege of Medicine, New York City, and Margaret Thaler, Ph.D.., 
neuropsychiatry division, Walter Reed Army Institute of Re- 
search, Washington, D, C. 

The Role of Odors in Asthma, Marvin Stein, assistant professor 
of psychiatry, and Perry Ottenberg, instructor in psychiatry, 
University of Pennsylvania, Philadelphia. 

Urinary Determinations of 17-Hydroxycorticoid and Uropepsin 
Levels During Psychoanalysis of a Patient with Duodenal 
Ulcer, Henry M. Fox, associate clinical professor of psychiatry, 
George W. Thorn, Hersey Professor of Theory and Practice of 
Physic, and Benjamin J. Murawski, Ph.D., research associate 
in psychology, department of medicine, all of Harvard Medical 
School, Boston. 


The tee is $5 for nonmembers, $1 for students, in- 
terns, residents, and fellows. For information write the 
American Psychosomatic Society Inc., 551 Madison 
Ave., New York 22. 


Grants in Leukemia Research.—The Leukemia Society, 
Inc., 67 Wall St., New York 5, announces that, as of 
Nov. 26, 1956, it had approved grants-in-aid during 
1956 for eight projects totalling $41,451, and had un- 
der consideration requests for an additional $17,197 
for five other projects. The total is over four times as 
much as that given in 1955. Funds had been given or 
allocated for the following research: 


Ruven Creenberg, Ph.D., assisiant professor of physiology, 
University of Illinois College of Medicine, Chicago, for his project 
“Study of Leukocytes from Irradiated and Normal Dogs for Mor- 
phological Secretory Characteristics by Phase Microscopy.” 

Eugene Lyle Hess, Ph.D., Chicago, head Biophysical Labora- 
tory, Rheumatic Fever Research Institute, Inc., “The Chemical 
Fractionation of Lymphatic Organs.” 

Robert F. Schilling, assistant professor of medicine, University 
Hospitals, University of Wisconsin, Madison, “Biosynthetic Activ- 
ities of Aspired Bone Marrow.” 

Boris Sokoloff, director, A. P. Cooke Memorial Cancer Labora- 
tory Florida Southern College, Lakeland, “The Effect of an Anti- 
Viral Factor on Spontaneous and Transplanted Leukemia in 
Mice.” 
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Rudolph Altschul, head, department of anatomy, University 
of Saskatchewan, Canada, “Influence of Leukemia Serum on 
Cell Cultures of Strains ‘L’ and ‘HeLa.’ ” 

Jorgen Kieler, head, biological division, Fibiger Laboratory, 
Copenhagen, Denmark, “Respiratory Metabolism of Normal and 
Leukemic Bone Marrow Cells.” 

Regna Rask-Nielsen, Ph.D., Universitetets Biokemiske Insti- 
tut, Copenhagen, Denmark, “Investigations on Transplantable 
Plasma-Cell Leukemias in Mice.” 

Antonio Cajano, director of the Blood Bank of the Consorzio 
della Guardia Ostetrica Permante, Naples, Italy, “Blood Disor- 
ders Provoked by the Administration of Benzene to the Experi- 
mental Animals.” 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 18-20. Sec., Dr. 
D. G. Gill, State Office Bldg., Montgomery 4. 

ARIZONA:* Examination. Phoenix, April 17-20. Reciprocity. 
Phoenix, April 20. Exec. Sec., Mr. Robert Carpenter, 826 Se- 
curity Building, Phoenix. 

ARKANSAS:* Examination. Little Rock, June 13-14, Sec., Dr. Joe 
Verser, Harrisburg. 

CALIFORNIA: Written Examination. San Francisco, June 17-20; 
Los Angeles, Aug. 19-22; Sacramento, Oct. 21-24. Oral Ex- 
amination, San Francisco, June 15; Los Angeles, August 17; 
San Francisco, Nov. 16, Oral and Clinical for Foreign Gradu- 
ates. San Francisco, June 16; Los Angeles, Aug. 18; San 
Francisco, Nov. 17. Sec., Dr. Louis E. Jones, 1020 N St., 
Sacramento 14, 

Cotorapo:* Examination. Denver, June 11-12. Final date for 
filing application is May 13. Exec. Sec., Miss Beulah H. 
Hudgens, 715 Republic Bldg., Denver 2. 

Devaware: Examination. Dover, July 9-11. Endorsement. Dover, 
July 18. Sec., Dr. Joseph $. McDaniel, 225 S. State St., Dover. 

District or CotumsBia:*® Examination. Washington, May 13-14. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. W., Washington. 

FLoripa:® Examination. Miami, June 23-25. Sec., Dr. Homer L. 
Pearson, 9OL N. W. 17th St., Miami. 

Grorcia: Examination and Reciprocity. Augusta and Atlanta, 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 

Ipano: Examination and Reciprocity. Boise, July 8-10. Exec. Sec., 
Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

INDIANA: Examination. Indianapolis, June 19-21. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

KANSAS: Examination and Endorsement. Kansas City, June 5-6. 
Sec., Dr. Lyle F. Schmaus, 864 New Brotherhood Bldg., 
Kansas City. 

Kentucky: Examination, Louisville, June 10-12. Sec., Dr. Rus- 
sell E. Teague, 620 S. 6th St., Louisville. 

Louisiana: Examination and Reciprocity. New Orleans, June 
6-8. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank Bldg., 
New Orleans 12. 

MaryLaNnb: Examination. Baltimore, June 18-21. Sec., Dr. Lewis 
P. Gundry, 1215 Cathedral St., Baltimore 1. 

Massacuusetts: Examination and Endorsement. Boston, July 
9-12. Sec., Dr. Robert C. Cochrane, 37 State House, Boston 33. 

MicHiGAN:* Examination. Ann Arbor and Detroit, June. Sec., 
Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., West Michi- 
gan Ave., Lansing 8. 

Minnesota:* Examination. St. Paul, April 16-18. Sec., Dr. F. H. 
Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 

Mississippi: Examination. Jackson, June 24-25, Reciprocity. 
Jackson, June 26. Asst. Sec., Dr. R. N. Whitfield, Old Capitol, 
Jackson. 

Missouri: Examination and Reciprocity. Kansas City, June 
13-14, Exec. Sec., Mr. John A. Hailey, Box 4, Jefferson City. 

NeBRASKA:® Examination. Omaha, June 17-19, Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
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New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Patrick 
H. Corrigan, 28 West State St., Trenton. 

New Mexico:* Examination and Reciprocity. Santa Fe, May 20- 
21. Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

Nortu Carouina: Endorsement. Asheville, May 5, and Raleigh, 
June 18. Written Examination. Raleigh, June 17-20. Sec., Dr. 
Joseph J. Combs, Professional Bldg., Raleigh. 

Nortu Daxora: Examination. Grand Forks, July 10-13. Reci- 
procity. Grand Forks, July 13. Sec., Dr. C. J. Glaspel, Grafton. 

Onto: Endorsement. Columbus, April 1. Examination. Colum 
bus, June 13-15. Sec., Dr. H. M. Platter, 21 W. Broad St., 
Columbus. 

OKLAHOMA:* Examination. Oklahoma City, June 11-12. Sec., 
Dr. E. F. Lester, 813 Braniff Building, Oklahoma City. 

Orecon:* Examination. Portland, April 19-20. Office of the 
Board, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 
10-12. Acting Sec., Mrs. Marguerite G, Steiner, Box 911, Har- 
risburg. 

Caro.tina: Endorsement. Myrtle Beach, April 30, Ex- 
amination. Columbia, June 25-26. Sec., Mr. N. B. Heyward, 
1329 Blanding St., Columbia. 

Soutn Daxota:* Examination and Reciprocity. Place not yet 
determined, July 16-17. Sec., Dr. C. B. McVay, Yankton Clinic, 
Yankton. 

Texas:* Examination and Reciprocity. Fort Worth, June 24-26. 
Sec., Dr. M. H, Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Uran: Examination. Salt Lake City, July 11-13. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Vircinia: Reciprocity. Richmond, June 12, Examination. Rich- 
mond, June 13-15, Office of the Board, 631 First St., S$. W., 
Roanoke. 

Wasuincton:*® Examination. Seattle, July 15-17. Sec., Depart- 
ment of Licenses, Mr. Edward C. Dohm, Olympia. 

West Vircinia: Examination. Charleston, April 22. Sec., Dr. 
Newman H. Dyer, State Office Bldg. No. 3, Charleston 5. 

Wisconsin:* Reciprocity. Madison, April 26. Examination. 
Milwaukee, July 9-11. Sec., Dr. Thomas W. Tormay, Jr., 1140 
State Office Bldg., Madison 2, 

Wyominc: Examination and Reciprocity. Cheyenne, June 3. Sec., 
Dr. F. D. Yoder, State Office Bldg., Cheyenne. 

AiLASKA:*® On application in Anchorage and Juneau. Sec., Dr. 
W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S$. F. Provencher, Agana. 

Hawau: Examination. Honolulu, July 8-9. Sec., Dr. I. L, Tilden, 
1020 Kapiolani St., Honolulu. 

VirGin Istanps: Endorsement. St. Thomas, June 12. Sec., Dr. 
Earle M. Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ARKANSAS: Examination. Little Rock, May 6-7. Sec., Mrs. S. C. 
Dellinger, Zoology Department, University of Arkansas, Little 
Rock. 

District oF CoLumBia: Examination, Washington, April 22-23, 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave. 
N. W., Washington 6. 

FLorwwa: Examination. Miami, June 8. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 

MicuicaN: Examination. Detroit and Ann Arbor, May 10-11. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., W. Michi- 
gan Ave., Lansing 15. 

Nesraska: Examination. Omaha, May 7-8. Director, Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 

New Mexico: Reciprocity. Santa Fe, April 7. Examination, Santa 
Fe, April 14. Sec., Miss M. Cantrell, Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, April 19-20. Sec., 
Dr. E. F. Lester, 813 Branift Bldg., Oklahoma City. 

SoutuH Dakota: Examination. Vermillion, June 7-8. Sec., Dr. 
Gregg M. Evans, 310 E. 15th St., Yankton. 

WasHINGTON: Examination. Seattle, July 11-12. Sec., Depart- 
ment of Licenses, Mr. Edward C. Dohm, Olympia. 

Wisconsin: Examination. Milwaukee, June 1. Sec., Dr. W. H. 
Barber 621 Ransom St., Ripon. 

ALaskKa: Examination and Reciprocity. Anchorage and Juneau, 
first week of February, April, June, August and November. 
Sec., Dr. C, Earl Albrecht, Box 1931, Juneau. 


* Basic Science Certificate required. 
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GOVERNMENT SERVICES 


ARMY 


Army Hospital at Chinon, France.—One of the first of 
the newly constructed U. S. Army Hospitals in France 


to become operational is at Chinon in the chateau - 


country of the Loire Valley. This hospital was built 
under a French contract through the Joint Construc- 
tion Agency to serve as a 1,000-bed hospital in an 
emergency; it opened on July 1, 1956, with 50 author- 
ized beds. The nucleus area of the hospital, which is 
not used now for hospital purposes, provides billets 


U.S. Army Hospital at Chinon, France. 


for the enlisted men of the Chinon Engineer Depot. 
This Communications Zone medical facility is operated 
by the 60th Station Hospital Unit, which served in 


Italy and North Africa in World War II and recently 
underwent a training period in Croix Chapeau, France. 
The hospital offers inpatient and outpatient medical 
care for authorized personnel in the northern district 
of Base Section in the Communications Zone. 


NAVY 


Personal.—Capt. Asa G. Churchill, M. C., U. S. Navy, 
was placed on the retired list of naval officers on 
March 1, after more than 28 years of active duty and 
6 years of inactive duty with the organized reserves. 
Captain Churchill will engage in private practice in 
industrial medicine. His office is at 909 Hyde St., 
San Francisco. 


VETERANS ADMINISTRATION 


Residencies in Psychiatry—The Veterans Administra- 
tion Hospital at Syracuse, N. Y., has announced an 
increase in residencies offered in psychiatry through 
expansion of the facilities of the State University of 
New York Medical Center in Syracuse, with which 
its residency is integrated. There will be a total of 15 
positions offered in 1957, covering the three years of 
training. 


Personal.—Dr. Walter S. Pugh, manager, VA hospital, 
Erie, Pa., has been appointed manager of the VA 
hospital at Wilkes-Barre, Pa., a position vacant since 
the transfer of Dr. William J}. McCarty to the VA 
hospital at Vancouver, Wash., in January. 
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Dr. Pugh will be succeeded at the Erie hospital by 
Dr. Lawrence C. Davis, director of professional serv- 
ices at the VA center in Martinsburg, W. Va. 


MISCELLANEOUS 


Nine Hundred Twenty-nine Science Fellowships 
Awarded.—The National Science Foundation an- 
nounced, on March 15, the award of 845 predoctoral 
graduate fellowships in the natural sciences and allied 
fields for 1957-1958. The fellows were selected from 
3,028 applicants from all parts of continental United 
States, Alaska, Hawaii, and Puerto Rico. In addition 
to the predoctoral fellowships awarded, the founda- 
tion announced the names of 84 winners of regular 
postdoctoral fellowships. All awards were approved 
by the National Science Board on the recommendation 
of Alan T. Waterman, director of the foundation. 
These awards were made in furtherance of the founda- 
tion’s policy of encouraging gifted college graduates 
to obtain advanced training in the sciences on a full- 
time basis. 

The largest group of predoctoral fellowships, 185, 
were awarded in chemistry. In other fields the number 
of awards were: physics, 183; engineering sciences, 
114; mathematical sciences, 86; zoology, 64; earth 
sciences, 41; biochemistry, 33; psychology, 25; medical 
sciences, 20; botany, 16; microbiology, 16; genetics, 
13; anthropology, 12; agriculture, 9; astronomy, 6; 
biophysics, 6; and general biology, 2. In addition, 14 
awards were made in areas where the natural sciences 
converge with the social sciences. Of the regular post- 
doctoral awards, 33 were made in the life sciences, 17 
in chemistry, 15 in physics and astronomy, and 13 in 
the mathematical sciences. 

Predoctoral applicants were required to take exam- 
inations for scientific aptitude and achievement. These 
tests were administered by the Educational Testing 
Service, Princeton, N. J. The test scores, academic 
record, and recommendations were then considered 
by panels of outstanding scientists in the respective 
fields of the candidates. This part of the selection 
procedure was carried out for the National Science 
Foundation by the National Research Council. 

Candidates for the foundation’s regular postdoctoral 
fellowships were judged on academic and research 
records and recommendations by panels of scientists 
in each field. The review of applications was con- 
ducted for the foundation by the National Research 
Council. The fellows may attend any accredited non- 
profit educational institution of higher learning in the 
United States or abroad. Predoctoral fellowships carry 
stipends of $1,600 for the first year, $1,800 for inter- 
mediate years, and $2,000 for the terminal year of 
graduate study. Regular postdoctoral fellowships carry 
a stipend of $3,800. All fellowships include additional 
allowances for dependents, tuition, and other normal 
expenses. 

Announcement of the National Science Foundation 
predoctoral fellowship program for 1958-1959 will be 
made about Oct. 1, 1957. The regular postdoctoral 
program will reopen on July 15, 1957, and again on 
Oct. 1, 1957. Application forms will not be available 
until the programs are announced. 


| 
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DEATHS 


Kirklin, Byrl Raymond ® Rochester, Minn., internation- 
ally recognized authority on x-ray diagnosis and 
formerly head of the section of diagnostic roentgen- 
ology at the Mayo Clinic, died in St. Mary’s Hospital 
March 2, aged 68, of a heart attack. Dr. Kirklin was 
born in Gaston, Ind., Sept. 22, 1888. In 1914 he re- 
ceived the degree of M.D., and in 1926 that of bache- 
lor of science from Indiana University, Indianapolis. 
He was an intern at the Protestant Deaconess Hospi- 
tal, Indianapolis, in 1914-1915, when he became a 
resident physician and roentgenologist at the Home 
Hospital in Muncie, Ind., where he practiced roent- 
genology and radium therapy from 1917 to 1926, 
except for war service. Dr. Kirklin served in World 
War I as an instructor in the Army School of Roent- 
genology at Fort Riley, Kan., and as chief roentgenol- 
ogist at the U. S. Army General Hospital in Fort 
Bayard, N. Mex. On May 8, 1943, during World War 
II, he entered the Medical Corps of the Army of the 
United States in the grade of colonel and served as 
chief consultant in radiology to the surgeon general. 
He was released from the service on Dec. 27, 1945, 
and by direction of the Secretary of War was author- 
ized to wear the Army Commendation Ribbon. Since 
1946 he had been an expert consultant in graduate 
education and radiology to the Secretary of War and 
senior civilian consultant in radiology to the surgeon 
general of the Army and consultant in radiology to the 
surgeon general of the U. S. Air Force. In 1922 Dr. 
Kirklin was invited by the Mayo Clinic to initiate 
special work in instruction in x-ray examinations of 
the gallbladder, and on May 1, 1926, he became a 
member of the clinic's section of diagnostic roent- 
genology. In January, 1930, he was named head of 
the section of roentgenology. On July 1, 1948, he be- 
came chairman of the sections of therapeutic radiology 
and diagnostic roentgenology. On July 1, 1951, he 
became a senior consultant in the section of diagnostic 
roentgenology and on Oct. 5, 1953, he retired. He 
became an instructor in radiology in the Mayo Foun- 
dation, Graduate School, University of Minnesota in 
1927, assistant professor in 1930, associate professor 
in 1933, and was professor from 1936 to 1953. Dr. 
Kirklin had been secretary-treasurer of the American 
Board of Radiology since 1934, and was a member 
of its founders’ group. He was secretary-treasurer 
of the Advisory Board for the Medical Specialties. He 
had been Chairman of the Section of Radiology of the 
American Medical Association in 1936, a member 
of its House of Delegates since 1945, and in 1948 was 
a member of the Council on National Emergency 
Medical Service and of the Joint Committee for Hos- 
pital and Residency Appraisal. He was a fellow of the 
American College of Physicians and of the American 
College of Radiology, which he served as president. 
He was past-president of the American Roentgen Ray 
Society and a member of the American Gostroentero- 
logical Association, Radiological Society of North 


® Indicates Member of the American Medical Association. 


America, International Congress of Radiology, Cen- 
tral Society for Clinical Research, Minnesota Trudeau 
Society, Minnesota Radiological Society, of which he 
was president, the Alumni Association of the Mayo 
Foundation, Sigma Chi, Phi Rho Sigma, and Sigma Xi. 
Dr. Kirklin was an honorary member of the Radiologi- 
cal Society of the Republic of Colombia, Sociedad 
Radiolégica y Fisioterapia de Cuba, the Sociedad 
Mexicana de Radiologia y Fisioterapia, Association of 
Gastroenterologists of Paris, the Royal Society of Med- 
icine of London, the Deutsche R6ntgen-Gesellschaft, 
Sociedad Radiologica Panamena, the Academy of 
Medicine of Muncie, Ind., Detroit Roentgen Ray and 
Radium Society, Mississippi Valley Medical Society, 
St. Louis Medical Society, and the Chicago Roentgen 
Ray Society. He was an honorary fellow of the Inter- 
national College of Surgeons, a corresponding member 
of the Academia Nacional de Medicina de Colombia 
and of the Sociedad Venezuelana de Radiologia, and 
chairman of the Minnesota State Advisory Committee 
to Selective Service. Dr. Kirklin was a member of the 
advisory editorial board of the Bulletin of the U. S. 
Army Medical Department and a member of the edi- 
torial boards of Gastroenterology, the American Jour- 
nal of Roentgenology, and Radium Therapy and Nu- 
clear Medicine. 


Harris, Seale * professor emeritus of medicine at the 
Medical College of Alabama, and recipient of the Dis- 
tinguished Service Medal of the American Medical 
Association in 1949 for his research on hyperinsulinism, 
died at his home in Birmingham, Ala., March 16, aged 
87. Dr. Harris was born in Cedartown, Ga., March 13, 
1870. Following academic training at the University of 
Georgia, in Athens, he studied medicine and received 
his degree from the University of Virginia Department 
of Medicine, Charlottesville, in 1894. He did post- 
graduate work at the New York Polyclinic in 1900, 
at the Post-graduate Medical School in Chicago in 
1904, and at Johns Hopkins in Baltimore, in 1906. Later 
he studied at the University of Vienna and other Euro- 
pean clinics. He began practice in Union Springs, Ala., 
and after 12 years moved to Mobile, where the medical 
college was then located and where he became professor 
of the practice of medicine in 1906. In 1915, he moved 
to Birmingham. In 1949 his portrait was presented to 
the Medical College of Alabama by the doctors of 
Alabama for his accomplishments in medical science. 
Dr. Harris served with the U. S. Army in 1917 and 
retired as a colonel in 1919, in which year he was a 
member of President Woodrow Wilson’s official party 
to Italy; later he was sent to Europe by the federal 
government to investigate food conditions and nutri- 
tional diseases in Austria, Germany, and Italy. He 
edited War Medicine, published in Paris during World 
War I, and as secretary of the Research Committee of 
the American Red Cross in France, he was cited by 
General Pershing “for conspicuous and meritorious 
service.” Dr. Harris was a member of the House of 
Delegates of the American Medical Association from 
1911 to 1913, in 1927-1928, and 1931-1932. A specialist 
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certified by the American Board of Internal Medicine, 
he was a member of the American Gastro-Enterological 
Association, and a fellow of the American College 
of Physicians. He served as president and secretary- 
treasurer of the Southern Medical Association, which 
in November, 1949, awarded him its medal for re- 
search in hyperinsulinism and for his work on nutri- 
tion, metabolism, and diabetes mellitus. For many 
years Dr. Harris was owner and editor of the Southern 
Medical Journal. He was past-president of the Chatta- 
hooche Valley Medical and Surgical Association and 
the Jefferson County Medical Society. In 1938-1939 he 
was president of the Medical Association of the State 
of Alabama. One year after the discovery of insulin, 
Dr. Harris spent some time in Toronto with Banting, 
Best, Collip, and McLeod studying cases and these 
observations led to his long studies of the effects in 
nondiabetic patients of excessive secretion of insulin. 
Dr. Harris founded the Seale Harris Clinic and con- 
tributed chapters on food poisoning, hyperinsulinism, 
and pellagra in various systems of medicine. He was 
the author of “Clinical Pellagra,” “Banting’s Miracle,” 
and “Woman's Surgeon.” He was awarded an honorary 
LL.D. from the University of Alabama. 


Goodfellow, Thomas John ® Saratoga Springs, N. Y.; 
born in Parham, Ontario, Canada, Feb. 11, 1884; 
Queen’s University Faculty of Medicine, Kingston, 
Ontario, Canada, 1909; specialist certified by the 
American Board of Ophthalmology and the American 
Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology, Asso- 
ciation for Research in Ophthalmology, Pan-American 
Congress of Ophthalmology, Pan-American Congress 
of Otolaryngology, American Public Health Associa- 
tion, American Trudeau Society, New York Academy of 
Science, American Society for the Advancement of 
Science, World Medical Association, Biological Photo- 
graphic Association, National Society for the Preven- 
tion of Blindness, and others; past-president of the 
Saratoga Springs and Saratoga County medical socie- 
ties; fellow of the American College of Surgeons; at 
one time on the staff of the Warren State Hospital, 
Warren, Pa.; on the honorary staff and consultant at 
the Saratoga Hospital; consultant at the Skidmore 
College Infirmary and at the Benedict Memorial Hos- 
pital, Ballston Spa; member of the Saratoga Springs 
Rotary Club and president of the board of managers 
of the Young Men’s Christian Association; died in the 
Saratoga Hospital Jan. 19, aged 72, of cerebral hemor- 
rhage. 


Cohen, Sidney Hillel, Commander, U. $. Navy, Wan- 
tagh, N. Y.; born in Brooklyn Aug. 14, 1920; University 
of Rochester (N. Y.) School of Medicine and Den- 
tistry, 1943; interned at the Strong Memorial-Roch- 
ester Municipal Hospitals in Rochester, where he 
served a residency; formerly a resident at the Mount 
Sinai Hospital in New York City; service member of 
the American Medical Association; certified by the 
National Board of Medical Examiners; appointed a 
lieutenant (jg) in the Medical Corps, U. S. Naval 
Reserve on Dec. 3, 1943, and was called to active 
service on Oct. 15, 1944; transferred to inactive duty 
on July 28, 1948; recalled to active duty on Jan. 1, 
1950, at his own request, and was transferred to the 
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regular U. S. Navy Medical Corps on July 5, 1950; — 
during more than 11 years of active service, served 
with the Navy Department throughout the U. S. and 
abroad and on board ships of the fleet; served with the 
First Marine Division during World War II; at the 
time of his illness was assigned as the assistant medical 
officer on board the U. S. S. Saratoga; died at the U. S. 
Naval Hospital, St. Albans, Feb. 1, aged 36, of myo- 
cardial infarction. 

Hamrick, Hayward Russell ® Philadelphia; born in 
Hodgeville, W. Va., Oct. 19, 1907; Jefferson Medical 
College of Philadelphia, 1935; member of the American 
College of Hospital Administrators and the American 
Hospital Association; on the board of Children’s Heart 
Hospital and the Hospital Council of Philadelphia; in 
1950 appointed to the board of directors of the Eastern 
Pennsylvania Psychiatric Institute; on the advisory 
committee of the Health and Welfare Council; in- 
structor in medicine at the Jefferson Medical College, 
where he was vice-president and secretary of the board 
of trustees; past-president of the Alumni Association 
of Jefferson Medical College; trustee of the West 
Virginia Wesleyan College, Buckhannon, where in 
1951 he received the honorary degree of doctor of 
laws; medical director and vice-president of the Jefter- 
son Medical College Hospital, where he served an 
internship and was chief resident physician until 1938, 
when he was made medical director of the Curtis 
Clinic, and where he died Jan. 21, aged 49, of sub- 
arachnoid hemorrhage. 


Gracey, George Fay, Harrisburg, Pa.; born in Altoona 
Sept. 9, 1874; University of Pennsylvania Department 
of Medicine, Philadelphia, 1908; at one time professor 
of chemistry at the University of Texas School of Med- 
icine, Galveston; an associate member of the American 
Medical Association; member of the American Acade- 
my and the Pennsylvania Academy of Ophthalmology 
and Otolaryngology; fellow of the Harrisburg Academy 
of Medicine; served in France during World War I; an 
active member of the staff of the Harrisburg Hospital 
from 1926 to 1939, when he was elected to its honorary 
consulting staff; specialist certified by the American 
Board of Otolaryngology; died Jan. 2, aged 82. 


Gordon, Abraham S. ® Brooklyn, N. Y.; University of 
Maryland School of Medicine and College of Physi- 
cians and Surgeons, Baltimore, 1923; fellow of the 
American College of Physicians; member of the Amer- 
ican Public Health Association; associate in medicine 
and chief of arthritis clinic, Kings County Hospital 
Center; adjunct in medicine, associate in bacteriology, 
and chief of arthritis clinic, Jewish Hospital; died in 
the Bridgeport Hospital, Bridgeport, Conn., Feb. 2, 
aged 61. 


Haworth, Walter L. ® Los Angeles; Indiana University 


School of Medicine, Indianapolis, 1910; fellow of the 


International College of Surgeons and the American 
College of Surgeons; an officer in the regular U. S. 
Navy; veteran of World War I; served on the staffs of 
the Queen of Angels, St. Vincent's, California Luther- 
an, and Cedars of Lebanon hospitals and of the Metho- 
dist Hospital of Southern California; on the staff of 
the Presbyteran Hospital-Olmsted Memorial, where 
he died Jan. 23, aged 73, of cancer. 


» 
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Weiner, William ® Danbury, Conn.; Tufts College 
Medical School, Boston, 1938; certified by the Na- 
tional Board of Medical Examiners; specialist certi- 
fied by the American Board of Anesthesiology; mem- 
ber of the American Society of Anesthesiologists; 
consultant, Fairfield State Hospital, Newtown, and 
New Milford Hospital, New Milford; chief of anes- 
thesiology, Danbury Hospital, where he died Dec. 4, 
aged 43, of .cardiac decompensation and pulmonary 
emboli. 


Boyd, James Edwin ® Hillsboro, Texas; Memphis 
(Tenn.) Hospital Medical College, 1903; for many 
years secretary of the Hill County Medical Society; 
served as a member of the school board; owner of a 
sanatorium bearing his name, where he died Jan. 7, 
aged 74, of myocardial infarction and ventricular fibril- 
lation. 


Chevalier, Paul Roy ® Lewiston, Maine; Georgetown 
University School of Medicine, Washington, D. C., 
1934; served as county medical examiner and as physi- 
cian for the city police department; on the staff of St. 
Mary's General Hospital, where he died Feb. 8, aged 
48, of congestive and arteriosclerotic heart disease. 


Clark, Frank Garwood * White House Station, N. J.; 
Medico-Chirurgical College of Philadelphia, 1906; 
died in the Hunterdon Medical Center, Flemington, 
Jan. 28, aged 79. 


Dunlap, John Lawrence, Nitro, W. Va.; Starling Med- 
ical College, Columbus, Ohio, 1898; an associate 
member of the American Medical Association; died 
in the Morris Memorial Hospital, Milton, Jan. 29, 
aged 87, of hemiplegia and congestive heart disease. 


Dwyer, William Michael, Louisville, Ky.; University 
of Louisville (Ky.) Medical Department, 1906; died in 
the SS. Mary and Elizabeth Hospital Dec. 22, aged 73. 


Eulner, Elmer Harold * South Amboy, N. J.; Jefferson 
Medical College of Philadelphia, 1907; an organizer 
and a past chief of staff of South Amboy Memorial 
Hospital; a director of the First National Bank; charter 
president of the South Amboy Rotary Club; died Jan. 
16, aged 75. 


Everly, Myra Lois ® Seattle; Northwestern University 
Woman's Medical School, Chicago, 1893; also a law- 
yer; died Dec. 25, aged 86. 


Gannett, Lois L. Eastman, Adams, N. Y.; Syracuse 
(N. Y.) University College of Medicine, 1904; an asso- 
ciate member of the American Medical Association; 
before her retirement was associated with the House 
of the Good Samaritan, Watertown; died Oct. 26, 
aged 88. 


Gerlach, Richard Francis, Philadelphia; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1895; for many years on the faculty of his alma mater; 
died in the Lankenau Hospital Jan. 11, aged 83. 


Goggin, Chester William, San Bernardino, Calif.; Uni- 
versity of Oklahoma School of Medicine, Oklahoma 
City, 1941; veteran of World War II; physician for the 
Patton State Hospital, Patton; died Jan. 8, aged 41. 
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Gormly, James Aloysius, St. Petersburg, Fla.; Jefferson 
Medical College of Philadelphia, 1903; died in the 
Mound Park Hospital Dec. 28, aged 76, of cardiac 
arrest. 


Griffith, Harry La Verne ® Columbus, Ohio; Johns 
Hopkins University School of Medicine, Baltimore, 
1918; member of the American Academy of General 
Practice and the Columbus Academy of Medicine; vet- 
eran of World War I; member of the staff of the White 
Cross Hospital; died Jan. 16, aged 66, of myocardial 
infarction. 


Hagler, Menan Clyde, New Braunfels, Texas; Ken- 
tucky School of Medicine, Louisville, 1905; past-presi- 
dent of the Comal County Medical Society; served as 
city and county health officer and as a member of the 
school board; veteran of World War I, past-president 
of the New Braunfels Chamber of Commerce and 
Lions Club; died in the Braunfels Hospital Jan. 6, 
aged 80, of coronary thrombosis. 


Hamilton, James Harvey ® Gatesville, Texas; Vander- 
bilt University School of Medicine, Nashville, Tenn., 
1916; veteran of World War I; for six years a member 
of the city council and later a member of the school 
board; died in the Veterans Administration Center in 
Temple Dec. 5, aged 71. 


Harris, Leon, New York City; Cornell University Med- 
ical College, New York City, 1908; also a dentist; 
served as consultant in oral surgery at the Maimonides 
Hospital, Brooklyn; died in the University Hospital 
Dec. 14, aged 71, of myocardial infarction. 


Hart, Bertrand Maynard, Long Beach, Calif.; North- 
western University Medical School, Chicago, 1905; 
past-president of the South Dakota State Medical Asso- 
ciation; formerly practiced in Onida, S. D., where he 
was mayor for four years, president of the First Na- 
tional Bank, county coroner, county physician, and 
superintendent of the board of health in Sully County; 
died in the Long Beach Community Hospital Jan. 25, 
aged 80, of cerebral thrombosis. 


Hendry, John Joseph * Chelsea, Mass.; Tufts College 
Medical School, Boston, 1924; veteran of World Wars 
I and II; school physician; served on the board of 
health; staff member and formerly secretary of the 
Chelsea Memorial Hospital; died in the Veterans Ad- 
ministration Hospital, Jamaica Plains, Jan. 14, aged 58, 
of carcinoma of the lungs. 


Herring, Henry Dunham ® North Charleston, S. C.; 
Medical College of South Carolina, Charleston, 1939; 
at one time practiced in St. George, where he was 
director of the Dorchester County Health Department; 
died Jan. 1, aged 41, of a skull fracture received in 
a fall. 


Hobart, Adelle Robb Nichol, Roseville, Il].; Woman’s 
Medical College, Chicago, 1890; at one time practiced 
in Monmouth, where she was on the staff of the Mon- 
mouth Hospital; died in Monmouth Feb. 11, aged 94. 


Holbrooke, Dan ® New York City; Regia Universita 
degli Studi di Bologna, Facolta di Medicina e Chirur- 
gia; Italy, 1938; interned Goldwater Memorial Hospi- 
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tal; associated with the New York University—Bellevue 
Hospital Medical Center; died in Scarsdale, N. Y., Jan. 
28, aged 44. 


Holsteen, Willis Frederic ® Danville, Ill.; Jenner 
Medical College, Chicago, 1898; died Dec. 23, aged 86. 


Howell, Sally Yingst ® Elgin, I].; College of Physicians 
and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1899; on the staffs of the Sher- 
man Hospital and the St. Joseph Hospital, where she 
died Jan. 31, aged 85, of cerebral hemorrhage. 


Hurst, Frank Hazelett, Schenectady, N. Y.; Albany 
(N. Y.) Medical College, 1895; an associate member 
of the American Medical Association; veteran of World 
War I; died Jan. 21, aged 84, of arteriosclerotic heart 
disease. 


Jew, Henry Darby ® Pittsburgh; University of Pitts- 
burgh School of Medicine, 1909; died in St. Joseph's 
Hospital and Dispensary Jan. 10, aged 90, of cerebral 
hemorrhage. 


Kavanaugh, Henry John, Pendleton, Ore.; University 
of Oregon Medical School, Portland, 1906; served on 
the state board of health and as city health officer; 
associated with St. Anthony's Hospital, where he was 
formerly chief of staff; died Jan. 5, aged 81. 


Kells, William Arthur © Grandview, Mo.; University 
of Kansas School of Medicine, Kansas City, 1951; vet- 
eran of World War II; died Dec. 20, aged 34. 


King, Nicholas James Quan ® Boston; College of Phy- 
sicians and Surgeons, Baltimore, 1908; veteran of 
World War I; an examining physician for the state 
boxing commission; on the staffs of the Carney Hospi- 
tal and the Faulkner Hospital, where he died Jan. 13, 
aged 72, of cerebrovascular accident. 


Koch, Arthur Eugene, Cincinnati; University of Cin- 
cinnati College of Medicine, 1913; veteran of World 
War I; died in the Jewish Hospital Jan. 9, aged 70. 


Kopfler, Joseph Starns, Kenner, La.; Memphis (Tenn. ) 
Hospital Medical College, 1912; veteran of World 
War I; member of the Louisiana State Medical Society 
and the American Academy of General Practice; first 
president of the Second District Medical Society; for 
many years served as mayor; died Jan. 16, aged 66, 
of myocardial infarction. 


Krimke, Max, New York City; Eclectic Medical Col- 
lege of the City of New York, 1891; an associate mem- 
ber of the American Medical Association; died Dec. 
30, aged 93, of myocarditis. 


Lally, Louis Michael John ® Floral Park, N. Y.; McGill 
University Faculty of Medicine, Montreal, Canada, 
1921; on the staff of the Nassau Hospital in Mineola; 
died Jan. 1, aged 62, of acute coronary thrombosis. 


Lange, William August ® Brooklyn, N. Y.; Cornell 
University Medical College, New York City, 1930; 
fellow of the American College of Physicians; veteran 
of World War II; a member of the board of trustees 
of Berkeley Institute; chief of medical clinics and at- 
tending physician at Methodist Hospital; died Feb. 2, 
aged 56, of a heart attack. 
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Lanning, Robert William ® Ste. Genevieve, Mo.; 
Washington University School of Medicine, St. Louis, 
1896; died in Joachim Dec. 23, aged 84. 


Leonard, Joseph Michael ® Chicago; Loyola Univer- 
sity School of Medicine, Chicago, 1925; member and 
past-president of the staff, Mercy Hospital, where he 
died Feb. 11, aged 59, of acute pulmonary edema and 
arteriosclerotic heart disease. 


Lincoln, Simon Emanuel ® Des Moines, lowa; Rush 
Medical College, Chicago, 1902; veteran of World 
War I; associated with the Broadlawns General, lowa 
Lutheran, and the Veterans Administration Center 
hospitals; died Dec. 29, aged 80, of coronary throm- 
sis. 
Lyman, William Robinson, Dowagiac, Mich.; Univer- 
sity of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1905; served on the faculty of his alma 
mater; at one time coroner of Cass County; associated 
with the Lee Memorial Hospital, where he served as 
chief of staff; died Jan. 10, aged 76, of a heart attack. 


Lyons, George S., Lake Charles, La.; Memphis (Tenn. ) 
Hospital Medical College, 1900; at one time practiced 
in De Quincy, where he served as mayor; died Dec. 
27, aged 78. 


McAlister, Finnis Ewing ® Houston, Texas; University 
of Nashville (Tenn.) Medical Department, 1909; 
member of the American Academy of General Prac- 
tice; died in the Providence Hospital, Mobile, Ala., 
Jan. 6, aged 78, of pneumonia. 


Magee, William George, Watertown, S. D.; North- 
western University Medical School, Chicago, 1905; 
past-president of the South Dakota State Medical As- 
sociation; died Jan. 1, aged 81. 


Mason, John Sanford, Yountville, Calif.; University of 
Maryland School of Medicine, Baltimore, 1909; vet- 
eran of World War I; died in Napa Dec. 16, aged 67, 
of lobar pneumonia and congestive heart failure. 


Maylie, Alexander G., Mandeville, La.; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1887; died in New Orleans Jan. 4, aged 94, 
of hemorrhage due to gastrointestinal ulcer. 


Newman, Howard David ® Albuquerque, N. M.; Ken- 
tucky University Medical Department, Louisville, 
1904; served as health officer of Curry County; died 
Dec. 31, aged 81. 


Norris, James Guy, Crescent Beach, S. C.; Medical 
College of South Carolina, Charleston, 1931; died in 
the Medical College Hospital, Charleston, Jan. 4, 
aged 50. 


Penton, John Randolph ® Montgomery, Ala.; Atlanta 
(Ga.) Medical College, 1914; died Jan. 14, aged 65, of 


coronary thrombosis. 


Ripps, Isador ® Plainfield, N. J.; Tulane University 
School of Medicine, New Orleans, 1928; veteran of 
World War II; member of the American Academy of 
Allergy; served as an assistant professor of clinical 
medicine at New York University-Bellevue Medical 
Center in New York City, where he was on the staff 
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of the Harlem Hospital; died in the Veterans Admin- 
istration Hospital in New York City Jan. 17, aged 54, 
of a brain tumor. 


Samson, Emmett Robert, Sarasota, Fla.; University of 
Minnesota Medical School, Minneapolis, 1927; service 
member of the American Medical Association; veteran 
of World War II; served on the staff of the Veterans 
Administration Hospital, Albuquerque, N. Mex.; died 
in the Memorial Hospital Jan. 1, aged 59, of acute 
coronary thrombosis. 


Scott, James Albert, Murfreesboro, Tenn.; University 
of Tennessee Medical Department, Nashville, 1908; 
member of the Tennessee State Medical Association; 
died in the Rutherford Hospital Dec. 13, aged 78. 


Talbott, Ralph Edward ® Chicago; Rush Medical 
College, Chicago, 1935; clinical assistant professor of 
psychiatry (Rush), University of Illinois College of 
Medicine; specialist certified by the American Board 
of Psychiatry and Neurology; member of the American 
Psychiatric Association; member of the staffs of the 
Presbyterian and Swedish Covenant hospitals; veteran 
of World War II; died in Oak Park, Jan. 7, aged 50, 
of pneumonia. 


Tapley, Eugene Dole ® Belfast, Maine; Long Island 
College Hospital, Brooklyn, N. Y., 1899; for many 
years chief of staff of Bradbury Memorial Hospital, 
where he died Dec. 17, aged 82, of heart disease. 


Thayer, Robert Wingate, Greensboro, N. C.; Univer- 
sity of Pennsylvania School of Medicine, Philadelphia, 
1923; certified by the National Board of Medical 
Examiners; served on the staffs of the Jamaica Hos- 
pital, Jamaica, N. Y., and the Nassau Hospital, 
Mineola, N. Y.; died in Barnes Hospital, St. Louis, 
Dec. 16, aged 61. 


Theis, Peter F. ® Wichita, Kan.; Ensworth Medical 
College, St. Joseph, Mo., 1907; on the staff of St. 
Francis Hospital; died in December, aged 71, of coro- 
nary occlusion. 


Thomsen, Thomas Frederick ® Red Oak, Iowa; St. 
Louis University School of Medicine, 1914; veteran of 
World War I; city health officer; on the staff of the 
Murphy Memorial Hospital; died Dec. 12, aged 66, of 
a heart attack. 


Thurston, Leon M. ® St. Petersburg, Fla.; Hahnemann 
Medical College and Hospital of Philadelphia, 1896; 
for many years practiced in Pittsburgh; died Dec. 4, 
aged 92. 


Titus, Edward Coddington, New York City; Uni- 
versity of the City of New York Medical Department, 
New York City, 1884; an associate member of the 
American Medical Association; member of the Amer- 
ican Academy of General Practice; in 1939 received 
a gold key from the American Congress of Physical 
Therapy for his work in that field; died Dec. 14, aged 
93, as the result of a fall. 


Vermillion, Elbert E., Athens, W. Va.; Maryland 
Medical College, Baltimore, 1904; an associate mem- 
ber of the American Medical Association; died in the 
Bluefield Sanitarium, Bluefield, Feb. 2, aged 81, of 
pneumonia and heart disease. 
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Walker, Chester Arthur ® Gulfport, Miss.; University 
of Tennessee College of Medicine, Memphis, 1915; 
died Jan. 25, aged 66. 


Walker, Cletus Benedict ® Duke Center, Pa.; George- 
town University School of Medicine, Washington, 
D. C., 1928; veteran of World War II; on the staff of 
the Bradford Hospital in Bradford; died Nov. 21, 
aged 52, of coronary thrombosis. 


Wallace, Albert Wicken ® Tulsa, Okla.; Western Re- 
serve University School of Medicine, Cleveland, 1928; 
fellow of the American College of Physicians; secre- 
tary-treasurer of the Oklahoma Diabetes Association; 
veteran of World War II; member of the staff, St. 
John’s Hospital; member of the visiting staff, Hillcrest 
Memorial Hospital; died Dec. 25, aged 55, of cerebral 
hemorrhage. 


Walmer, Harry, Millersburg, Pa.; Hahnemann Med- 
ical College and Hospital of Philadelphia, 1908; an 
associate member of the American Medical Associa- 
tion; died in Harrisburg Dec. 20, aged 78, of a heart 
attack. 


Walter, John Edgar ® Marathon, Fla.; Bennett Med- 
ical College, Chicago, 1915; at one time practiced in 
Chicago, where he was a member of the board of 
health from 1915 to 1918, and in Waukegan, IIl., 
where he was a life member of the staff of the Victory 
Memorial Hospital; died in Coral Gables, Jan. 9, aged 
80, of cerebral arteriosclerosis, diabetes mellitus, and 
prostatic hypertrophy. 


Walter, Robert Lippincott, Doylestown, Pa.; Hahne- 
mann Medical College and Hospital of Philadelphia, 
1900; died in the Doylestown Emergency Hospital 
Oct. 6, aged 81. 


Ward, Joseph Henry ® Indianapolis; Physio-Medical 
College of Indiana, Indianapolis, 1897; veteran of 
World War I; formerly associated with the Veterans 
Administration Hospital in Tuskegee, Ala.; died in the 
Veterans Administration Hospital, Dec. 12, aged 86, 
of arteriosclerosis. 


Ward, Robert Grover ® Brooklyn, N. Y.; Long Island 
College Hospital, Brooklyn, N. Y., 1912; veteran of 
World War I; died in the Veterans Administration 
Hospital Jan. 4, aged 70, of paralysis agitans (Parkin- 
son's disease). 

Weathers, Marcus Brutus, Lexington, Ky.; Meharry 
Medical College, Nashville, Tenn., 1924; on the staffs 
of the St. Joseph Hospital and the Central Baptist 
Hospital, where he died Dec. 22, aged 63. 


Weber, Joseph John ® Barberton, Ohio; Univerzita 
Komenského Fakulta Lékarska Bratislava, Czecho- 
slovakia, 1922; on the staff of the Barberton Citizens 
Hospital; died Dec. 31, aged 60, of myocardial in- 
farction. 


Welbes, Michael Aloysius, Bridgewater, S. D.; Creigh- 
ton University School of Medicine, Omaha, 1923; 
member of the South Dakota State Medical Associa- 
tion; interned, Creighton Memorial St. Joseph’s Hos- 
pital, Omaha, Nebraska; for many years member of 
the board of education; died in Sioux Falls Dec. 14, 
aged 58. 
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The Carcinoid Syndrome.—At the meeting of the 
Vienna Society for Internal Medicine on Dec. 13, 
G. Lassmann stated that the problem of the car- 
cinoids and related conditions cannot be judged from 
the behavior of the argentaffin cells only, since these 
belong to a whole system that acts on the periphery. 
They are closely connected to the formations of the 
peripheral autonomic nervous system. They form a 
nucleated protoplasmic syncytium, which is called by 
Jabonero “synapsis at a distance” because of its ca- 
pacity of liberating an adrenergic mediate substance 
(perhaps norepinephrine). These cells enter in close 
contact with the glands but particularly with the ar- 
gentaffin 5-oxytryptamine producing cells. According 
to Schiimann, the amount of 5-oxytryptamine in the 
sympathetic ganglia and nerves is of 50% of the total 
amount of pyrocatechin amine. The possibility exists, 
therefore, that norepinephrine is produced from 5- 
oxytryptamine. The intercalary cells of fibrous genesis, 
described by Freyrter, belong functionally to those 
two elements and are in plasmatic connection with 
the nervous tissues and with the cells of the reacting 
organs. Their metabolic activity in this area is not yet 
known. 

The physiological function is guaranteed as long 
as these elements are in morphologically demon- 
strable balance. A detachment of the argentaffin cells 
from the epithelial union occurs sometimes by causes 
not yet known. This process has been observed in a 
certain form of the so-called neurogenic appendico- 
pathy. This detachment of the cells, called “bourgeon- 
nement” by Masson and “endophitis” by Freyrter, is 
always into the hyperplastic formations, which are 
interspersed by numerous eosinophils, of the synapsis 
at a distance. These emigrated cells might change into 
ganglion cells, according to their primary nervous 
nature. 

An increase of these cells occurs in the carcinoid, 
but metastasis or the nervous-endocrine-conditioned 
enteropathy follows only when they detach them- 
selves from the nervous union. The speaker and P. 
Fuchsig examined a patient with second-degree and 
third-degree frostbite of his toes and observed this 
process in a skin biopsy specimen from the dorsal sur- 
face of the foot. A remarkable increase of intercalary 
cells, which could not be related to the sequence of 
frostbite, was found in the patient's skin in opposition 
to an excessive loss of cells caused by the exposure to 
cold. The patient's history revealed a chronic relaps- 
ing enteritis following dysentery. Spontaneous hypo- 
glycemia occurred day and night. A dysfunction of the 
pancreas in sequence of chronic inflammatory enteritis 
and a disorder in the 5-oxytryptamine metabolism 
should be considered when this syndrome or a similar 
condition is observed. Careful neurohistological ex- 
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aminations of removed appendixes and skin biopsy 
specimens and appropriate laboratory tests are 
needed to make the diagnosis. 


Recording of Hepatic Circulation.—At the meeting of 
the Society of Viennese Physicians on Feb. 15, G. 
Grabner and A. Neumayr reported on a new method 
for the continued recording of hepatic circulation in 
man. Its virtue consists in making it possible simul- 
taneously to record the pressure of the hepatic veins 
and the portal vein and in making it possible to ob- 
serve the hepatic circulation under various physiolog- 
ical and pharmacological conditions. The principle of 
the procedure is based on measuring the “forced” 
convection. The thermopile used for measuring is 
fixed on the top of a Cournand-type catheter with two 
channels, which is gradually pushed forward in a 
hepatic vein in the usual fashion. Alteration of the 
electric resistance of the thermopile may be easily 
measured with the aid of a Wheatstone’s bridge that 
has been heated to a temperature exceeding that of 
the blood. A continuous graphic record is made with 
the aid of a mirror galvanometer. A continuous graphic 
tracing of the hepatic circulation is necessary, because 
in the liver several partly autonomic regulating 
mechanisms may counteract a change in the circula- 
tion that is pharmacodynamically conditioned and 
result in curves that present several phases. This be- 
havior is demonstrated by the several curves that re- 
sult from the action of epinephrine and norepinephrine 
on the hepatic circulation. 


Gastrectomy and Alcoholism.—At the same meeting, 
L. Novratil and R. Wenger stated that in a series of 
500 alcoholics gastrectomy was performed on 20.6%. 
After the operation, nearly all of them said that they 
were intolerant to alcohol. The risk of development 
of chronic alcoholism should be considered when one 
is deciding to treat gastric or duodenal ulcer surgical- 
ly. Patients with peptic ulcer, especially those who un- 
dergo resection, represent a group for whom prophy- 
laxis against alcoholism is particularly indicated. If it 
were possible to keep these persons away from alco- 
hol, the number of alcoholics requiring institutional 
treatment might be greatly reduced. 


Iron Deficiency.—At the same meeting, E. Gisinger 
said that an increase of transferrin was found exclu- 
sively in patients with sideropenia. In those with any 
other condition associated with a decreased iron level 
transferrin is lowered. Attempts at an iron overload 
by oral intake are considered necessary only for the 
detection of disorders of iron absorption. The marked 
disorders of fat absorption associated with sidero- 
penia are considered a sequela of the decrease of the 
iron-containing cellular enzymes in the intestinal mu- 
cosa, since in other anemias, such as pernicious 
anemia, disorders of fat absorption are not present. 
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Serial Roentgenograms of the Lung.—At the meeting 
of the Society of Viennese Physicians on Feb. 8, 
A. Fischer reported on the serial roentgenograms of 
the lungs of 5,967 persons of military age, among 
whom 20 required treatment for pulmonary tubercu- 
losis. Of these, 15 had had no previous knowledge of 
their disease. Fifty-six persons required further ob- 
servation. The 15 who had had no previous knowl- 
edge of their disease and who needed treatment were 
among the 5,525 in the 19-year-old age group. Ex- 
aminations of this kind are an effective prophylactic 
measure against exposure of the normal population. 
The question arises to what extent patients with ar- 
rested pulmonary tuberculosis are admissible to mili- 
tary service. 

K. Prausmiiller compared the results of Fischer's 
examinations with those found in ambulatory ado- 
lescents who had roentgenographic studies made by 
the Vienna Health Insurance for the Youth. About 
25,000 apprentices and professional students of both 
sexes, between 14 and 18 years of age, were examined 
every year for 10 years. Active pulmonary tubercu- 
losis was found in 1.4% of this group in 1947 but in 
only 0.04% in 1954. Thus it may be estimated that 
only about 14% of those who were found diseased 
in the year of their military service had positive find- 
ings before their 19th year. The rate is about the same 
in both sexes. 


New Antidiabetic Drug.—At the same meeting, J. 
Bloch and A. Lehnhardt reported on the treatment 
of 200 diabetic patients with Rastinon, a preparation 
of carbutamide, in which, in contrast to Invenol, a 
methyl group serves as substitute for the amino group. 
Therefore, the undesirable action of sulfonamide on 
the intestinal flora seems to be prevented. The rapid 
elimination of this substance helps to eradicate un- 
desirable side-effects. About 85% of the patients with 
a so-called sthenic diabetes can be successfully treated 
with the new drug. Those who were over 40, those 
who required not over 40 units of insulin daily, and 
those who had taken insulin less than five years ob- 
tained the best results. Patients with infantile, juvenile, 
and asthenic diabetes (diabetics with hypoinsulinism) 
rarely respond to treatment with Rastinon. The initial 
dose is 5 Gm. and the maintenance dose about 1 Gm. 
per 24 hours. There are no side-effects, except rarely 
an acute exanthematous or eczematous skin rash. 
These disappear rapidly when treatment is discon- 
tinued and do not recur when treatment with Rastinon 
is started again. 


BELGIUM 


Side-effects of Corticotherapy.—At a meeting of the 
Belgium Society of Allergy, Lederer reported on the 
action of small doses of cortisone, hydrocortisone, and 
Deltacortisone (a proprietary preparation of a dehy- 
drogenated analogue of cortisone) in tuberculous pa- 
tients for periods of several months. Since allergic 
patients were given the same doses of corticosteroids 
in periods of the same duration, the same lesions might 
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have occurred and the same precautions were taken. 
The greatest risk is the activation of latent tubercu- 
losis. The good results in the treatment of tuber- 
culosis are evidently due to rest and antibiotics 
combined with corticotherapy. The most frequent 
side-effect was benign diabetes, which occurred in 
17 of 85 patients. This was usually controlled by diet 
and by small doses of insulin. This diabetes was 
transitory, and the curve of hyperglycemia fell to 
normal two weeks after the interruption of the treat- 
ment with hormones. A glucose-tolerance test before 
treatment, examination of the urine every three or 
four days, and glucose-tolerance tests every two weeks 
are recommended. Edema occurred in only three pa- 
tients and exclusively in those who were given hydro- 
cortisone. It never occurred in a patient who was 
given Deltacortisone, although no strict diet had been 
observed. Pituitary basophilism (Cushing's disease) 
occurred in a girl after eight months of treatment for 
tuberculous meningitis. It disappeared three months 
after the hormonal therapy was discontinued. Infec- 
tious complications (pyelitis, pustular dermatitis, and 
generalized furunculosis) occurred in three patients. 
They were cured by antibiotics. 


National League Against Epilepsy.—Organizations 
have been established in many countries for the treat- 
ment of epileptics and for the study of the social 
problems concerning these patients. The purpose of 
the National League Against Epilepsy is to educate 
the public first of all to the realization that this disease 
is not incurable and that the epileptic is not a men- 
tally deficient person incapable of work. Further- 
more, despite health insurance the epileptic cannot 
always afford adequate care and, therefore, needs 
assistance. 


American Physicians Honored.—_Among the last ap- 
pointments to the Royal Academy of Medicine were 
Prof. C. J. Wiggers, of Cleveland, and Prof. André 
Courmand, of New York. Professor Wiggers, a mem- 
ber of the Academy of Science of Cleveland, was 
awarded the Diploma of Doctor “Honoris Causa” of 
the University of Brussels. 


Multiple Cancers.—Professor Desaive reported on a 
series of 308 patients with multiple cancers in Acta 
Gastro-enterologica Belgica. From January, 1925, to 
January, 1955, the Cancer Center of Liége admitted 
12,953 patients with single, 287 with double, 19 with 
triple, 1 with quadruple, and 1 with quintuple cancers; 
7,545 of those with single and 221 of those with mul- 
tiple cancers died. Certain types of association (par- 
ticularly of cutaneous and gastrointestinal cancers in 
men and of mammary and uterine cancers in women) 
were very common. It was therefore concluded that 
a predisposition to multiplicity of cancers is localized 
in certain tissues, organs, or systems that are con- 
nected one to another by a definite endocrinological 
relationship. Since these preferential associations 
represent only about 33% of the cases in this 
series a more general type of predisposition probably 
exists. 
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FRANCE 


Hydroxyzine.—Coirault and co-workers (Presse méd. 
64:2239, 1956) say that hydroxyzine hydrochloride in 
large doses induces sedation without somnolence. It 
is neither a hypnotic nor a major neuroleptic compar- 
able with chlorpromazine or reserpine, but rather it 
is a psychomotor sedative. Because of its wide thera- 
peutic range and absence of side-effects, it may be 
given without risk to psychoneurotic patients who do 
not need or cannot afford treatment by a psychiatrist. 


New Fungicide.—Bailenger and co-workers (Presse 
méd. 64:2241, 1956) state that because copper cannot 
penetrate the layers of the skin its use as a fungicide 
is limited. By combining it with laurylsulfonic acid, 
this difficulty is overcome. The formation of an am- 
monium complex insures alkalinity. Studies carried 
out with Micrococcus pyogenes var. aureus and Can- 
dida albicans have demonstrated the bactericidal and 
fungicidal superiority of cuprammonium laurylsulfo- 
nate over any of its constituents alone. For example, 
a culture of C. albicans that is not inhibited by two 
hours’ contact with a mixture containing a 25% solu- 
tion of copper sulfate and a 10% solution of sodium 
laurylsulfonate is inhibited by a 2% suspension of 
cuprammonium laurylsulfonate. Biopsy specimens of 
the skin of guinea pigs show the absence of any 
histological alteration following the fortnight’s course 
of twice daily rubbing with a gel containing 3% 
cuprammonium laurylsulfonate. 


Brain Damage in Children with Myxedema.—Chaptal 
and co-workers (Presse méd. 64:2257, 1956) observed 
different electroencephalographic patterns in children 
with congenital myxedema depending on whether the 
hypothyroidism was primary (thyroid agenesia) or 
secondary to an encephalopathy. In the former case, 
brain damage is manifested by a delay in maturation 
of the cerebral electrogenesis. In the latter, there are 
usually major signs of cerebral dysfunction with 
localized irritative abnormalities such as those en- 
countered in cerebral atrophy of children. In true thy- 
roid myxedema, replacement therapy induces a 
prompt cerebral maturation when it has been started 
early and followed conscientiously. If it has been in- 
adequate or started late, the maturation is slower and, 
after many years, diffuse electroencephalographic 
abnormalities and psychomotor retardation often per- 
sist. In myxedema secondary to an encephalopathy 
there is little improvement in the electroencephalo- 
graph, particularly in regard to the localized irritative 
abnormalities. It is, however, possible, in certain cases, 
by the use of hormonal treatment alone to bring about 
a cerebral maturation and occasionally a regression 
of the signs of brain damage. In such cases the brain 
damage as initially noted is likely to have been aggra- 
vated by those metabolic disorders pertinent to thy- 
roid insufficiency. The interpretation of electroen- 
cephalographic abnormalities is still difficult. In 
thyroid myxedema, the most important factor respon- 
sible for such abnormalities is probably tissular anoxia. 
This factor is also likely to aggravate the electroen- 
cephalographic signs of myxedema secondary to 
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encephalopathy. A longer follow-up is necessary for 
establishing the remote prognosis of the defect in 
maturation, as noted during the preliminary investi- 
gations in myxedema due to thyroid agenesia. 


INDIA 


Glucagon.—B. P. Chakravorti has described some of 
the properties of glucagon in the Indian Medical For- 
um for January, 1957. This substance was isolated as 
an impurity from the pancreas for the first time during 
the isolation of insulin by Banting and Best. It is in- 
volved in the general defense mechanism against 
hyperglycemia. Glucagon insufficiency seems to be 
associated with a reduced excretion of glucose in the 
diabetic animal and with a tendency to hypoglycemia 
in the individual with intact beta cells. It may also 
be involved in the process of growth and in the patho- 
genesis of diabetes. That the ratio between alpha cells 
and beta cells is much higher in the pancreas of young 
people than in those of adults also suggests that this 
substance may be involved in the process of growth. 
Metabolic equilibrium is a balance between the two 
opposed pancreatic secretions—insulin and glucagon. 
Any large increase of one over the other leads to either 
spontaneous hypoglycemia or diabetes. 


Hepatic Cirrhosis.—Reddy and Sriramchari (Ind. J. 
M. Sc. 10:12, 1956) have described the histopatholog- 
ical changes in the liver in 25 patients with cirrhosis. 
In South India, malnutrition, more than viral hepatitis, 
alcoholism, or toxic substances, seems to play a major 
role in the causation of cirrhosis. In a series of 540 
autopsies, 32 cases of cirrhosis of liver were encoun- 
tered. Of these, 25, with complete clinical and autopsy 
records, were studied. All the patients had ascites, 
edema, and varying degrees of anemia. Jaundice was 
prominent in 2; the liver was atrophic in 12; and the 
livers in 4 patients had a finely nodular appearance, 
while those in the rest showed coarse nodules of vary- 
ing size. The spleen was grossly enlarged in 12 pa- 
tients. One patient with a history of hematemesis had a 
severe intragastric hemorrhage. Brown atrophy of the 
heart was found in half the patients; one had gyne- 
comastia; and lobar pneumonia was the terminal event 
in two. Microscopically the minimal lesion was char- 
acterized by such parenchymal changes as swelling 
and diffuse vacuolation of liver cells of the protein- 
deficiency type. These changes were nonportal in dis- 
tribution and were indistinguishable from those seen 
in the livers of patients with malnutrition. 

The next stage of parenchymal damage was char- 
acterized by fatty infiltration of the liver. In general, 
the fatty livers of persons with kwashiorkor were rare- 
ly observed in this series. No lobular pattern or zonal 
distribution of fatty change was discernible in many 
cases. The fatty change was often most evident around 
the central veins and occasionally around portal areas. 
Acute focal necrosis was seen frequently. Impairment 
of intralobular circulation did not appear to be essen- 
tial in precipitating necrosis of the liver cells. A crit- 
ical study of the specimens failed to reveal any asso- 
ciation between focal necrosis, cellular infiltration and 
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fibrosis, and foci of severely fat-laden liver cells. These 
lesions of focal necrosis reflect a greater susceptibility 
of partially damaged liver cells to the deleterious ef- 
fects of concurrent nonspecific infections. Chronic 
atrophy of liver cells was frequently seen in the more 
cirrhotic livers. Their proximity to dilated venous 
channels suggests that chronic inanition might be due 
to short-circuiting in the intrahepatic blood supply. 
Siderotic changes were absent. Varying regenerative 
changes were always encountered. Cellular infiltra- 
tion in and around foci of necrosis was also noticed in 
all cases. Alterations in the intrahepatic vasculature 
were frequently observed along the connective tissue 
septums, transecting the regenerating nodules of par- 
enchyma, Intrahepatic biliary obstruction as a result 
of increasing fibrosis was a late sequela of cirrhosis. 

Thus there are intermediate stages before irrevers- 
ible cirrhosis is produced. In the earliest cases, histo- 
logically indistinguishable from cases of malnutrition, 
parenchymal changes of varying grades, such as diffuse 
loss of cytoplasmic protein and fatty infiltration, were 
noticed. The nutritionally vulnerable liver cells seem 
to succumb readily to intercurrent infection, Persist- 
ent cellular infiltration evokes a fibroblastic reaction. 
Hepatic fibrosis results from active proliferation of 
connective tissue cells. Parenchymal regeneration, 
which at an early phase would have meant restitution 
to normal, becomes meaningless at a later stage. The 
criteria for a fully developed cirrhosis are (1) contin- 
ual degeneration and destruction of parenchymal 
cells, (2) active mesenchymal cellular proliferation 
followed by fibrosis, (3) nodular parenchymal regen- 
eration, and (4) linking up of connective tissue sep- 
tums and formation of intrahepatic anastomotic chan- 
nels with disorganization of nodular structure. Latent 
liver damage can be detected and treated before the 
development of full-fledged fibrosis by the use of liver 
function tests and liver biopsies. In early cases, eradi- 
cation of infection and supply of adequate dietary 
protein supplemented with methionine, choline chlo- 
ride, and vitamin B complex may restore the liver to 
normal, The indiscriminate use of choline and methio- 
nine in all types of cases has no justification. The early 
and energetic use of antibiotic and chemotherapeutic 
agents is recommended. With the establishment of ir- 
reversible cirrhosis, treatment is of little use. When 
this has occurred, even the administration of large 
amounts of protein can be harmful by precipite'’>¢ 
portosystemic encephalopathy. 


Thiopental Sodium.—Das and Arora (Ind. J. M. Se. 
10:12, 1956) had earlier shown that thiopental sodium 
depressed cardiac function significantly and that the 
tachycardia often seen during anesthesia with this 
drug was due to its depressant effect on the vagus. The 
present paper attempts to elucidate the influence of 
the parasympathetic system on the cardiovascular 
effects of thiopental. Experiments were conducted in 
20 dogs and 8 cats with sinoauricular rhythm and 8 
dogs with atrioventricular rhythm. The animals were 
anesthetized with morphine and urethane. All injec- 
tions were made through cannular femoral veins. A 
5% solution of thiopental was freshly prepared at the 
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time of use. The results showed that the drug has a 
mild cardiovagal depressant effect for about 10 min- 
utes. It depresses the cardioinhibitory action of acetyl- 
choline, the action being predominant in cats and very 
weak in dogs. Acetylcholine infusion has an inconsist- 
ent effect on the cardioinhibitory action of thiopental. 
Thiopental and acetylcholine have a nonspecific syn- 
ergistic hypotensive action. Atropine sulfate does not 
reduce the cardiodepressant action of thiopental but 
does reduce its hypotensive action. 


NORWAY 


Diagnosis of Organic Brain Lesions.—In recent years 
great advances have been made in the technique of 
pneumoencephalography. Dr. C. L. Laane and co- 
workers used pneumoencephalography in a study of 
100 psychiatric patients, all of whom had had roent- 
genograms taken of the cranium. In 97 patients the 
roentgenographic findings had been negative. In only 
three patients did the examination show such changes 
as hyperostosis or osteoporosis of the cranium. It 
would thus seem that little is to be expected of the 
x-ray examination of the heads of psychiatric patients. 
Pneumoencephalography, on the other hand, was 
much more informative, revealing signs of organic 
brain disease in 70 patients. Among the 49 patients 
presenting clinical evidence of lesions of the brain, 44 
had positive pneumoencephalographic findings. These 
44 patients were chiefly between the ages of 31 and 
60 and had a record of illness lasting from 1 to 10 
years. Among the 28 patients with an electroencepha- 
lographic record indicative of brain disease, 25 had 
positive pneumoencephalographic findings. 


Ornithosis.—Ornithosis has been included among the 
reportable diseases in Sweden since 1953 and in Den- 
mark and Norway since 1956. The pandemic, which 
has lasted at least two years in Denmark, seems now 
to have invaded Norway, but it is possible that this 
invasion may be exaggerated if it reflects greater 
awareness of the disease rather than an actual increase 
in frequency. In Tidsskrift for den norske Laegeforen- 
ing for Jan. 15, Dr. J. B. Dalgaard describes a familial 
outbreak in which his wife, also a physician, was in- 
volved. Being attached to the Gade Laboratory in 
Bergen, they had special facilities for investigating 
the illness that overtook them and their children in 
the winter of 1955-1956. After prodromal symptoms 
lasting a couple of days, fever set in suddenly, along 
with a cough and hoarseness, This was followed by 
profound lassitude. Traces of an infiltration were 
found in roentgenograms of the lungs. This was inter- 
preted as the outcome of a virus pneumonia. All the 
four adult patients gave a positive complement-fixa- 
tion reaction to ornithosis. This finding was confirmed 
by a Danish laboratory. None of the patients was ill 
enough to be sent to the hospital, and it is possible that 
ornithosis would not have been suspected had not 
radiologic examinations raised the suspicion of a virus 
pneumonia. In the three patients followed most close- 
ly, the incubation period would seem to have been 
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about 17 days. The original source of the infection 
remained obscure. In the same issue, Eng and Flottorp 
give an account of what they call “paraornithosis.” In 
the spring of 1956, roentgenograms of the chest were 
made routinely on the 226 men in an army camp. Of 
these, eight showed signs of a pulmonary infiltration 
interpreted as a bronchopneumonia. Clinically, these 
men showed signs of an acute respiratory infection, 
which lasted between 25 and 50 days. A complement- 
fixation test yielded a positive reaction with lygran- 
um antigen in seven of the eight patients. Positive re- 
actions were also observed in about 33% of the other 
soldiers. The cause of this epidemic seemed to be a 
virus of the psittacosis—lymphogranuloma venereum 
group. As contact with pet birds was exceptional, in- 
terhuman transmission of the disease was probable, the 
virus being an ornithosis-resembling strain rather than 
the ornithosis virus itself. 


SWEDEN 


Vaccination Against Poliomyelitis.—It is announced in 
Svenska likartidningen for Jan. 18 that about 935,000 
children are to be vaccinated against poliomyelitis 
during 1957, beginning with those in the four lowest 
school classes in February and March and then going 
to those in the four higher grades. Most of the vaccine 
will have been imported from the United States, but 
a certain amount of Swedish vaccine will be available. 
A comprehensive study (not vet published) by Olin 
and Wesslén indicates that since the beginning of 1954 
these investigators have tested 5,460 persons of various 
ages and in different parts of Sweden with reference to 
poliomyelitis antibodies. In Stockholm a complete lack 
of such antibodies was demonstrable in 31% of the 
children between the ages of 3 and 5 vears. This 
deficiency diminished with increasing years, so that 
it was demonstrable in only 10% of the persons be- 
tween the ages of 20 and 29 and in only 2% of 
the persons between the ages of 44 and 55. In the 
spring of 1955, testing of 862 children in the three 
lowest school classes in Stockholm showed that 33% 
of them lacked antibodies to all the types of polio- 
mvelitis, while 44% had antibodies only to type 1 and 
only 8% to all types. In the autumn of 1956, 602 chil- 
dren in the two lowest school classes in Solnas were 
examined; 28% lacked poliomyelitis antibodies alto- 
gether, 45% had antibodies to type 1, and 17% to all 
types. 

Commenting on these findings, Olin and Melén 
argue that, thanks to her high public health standards, 
Sweden is worse off in the matter of natural immunity 
to poliomyelitis than underdeveloped countries in 
which young children are more exposed to infection, 
which, being latent, leads to a widespread serologically 
demonstrable immunity. It has been calculated that in 
Stockholm and Gothenburg during the first 5 vears of 
life there are only two to four cases of paralytic polio- 
myelitis per 1,000 first infections with it. This com- 
parative immunity diminishes with advancing years, 
so that in persons between the ages of 14 and 25 years 
there are from 14 to 16 paralytic cases per 1,000. At 
present, 1% of the population may expect to develop 
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paralytic poliomyelitis before reaching the age of 30 
vears. Without artificial immunization, this risk would 
have become still greater in future vears. 


An Auxiliary Medical Service.—In thinly populated dis- 
tricts, particularly those of the far north, the civilian 
population is served by health officers who also act as 
general practitioners. While the public is well served 
in the towns, it is difficult to recruit health officers for 
the far north, and many of the holders of such ap- 
pointments are hard put when they fall ill or need a 
holiday, Under such circumstances two or more neigh- 
boring medical districts have had to be pooled, and the 
double or triple work has often meant an unbearable 
burden for the physician left in charge. To ease this 
situation, the Ministry of Health has conferred with 
the Swedish Medical Association and devised a plan 
by which an auxiliary medical service has at its dis- 
posal a group of physicians willing to undertake short- 
term substitute duties at a moment's notice. Candidates 
for this service join it for a maximum of two years, 
during which thev are active in the program for two 
months every year. The staff of this service will be 
largely recruited from among the holders of hospital 
appointments who are willing to vary their hospital 
duties with field work in general practice. Other candi- 
dates will be retired physicians, married women doc- 
tors, and, if need be, senior medical students. 


Hospital Reform.—The official committee appointed to 
inquire into hospital administration in Sweden and to 
make proposals for its reform has now issued its report. 
With only one exception (a distinguished medical 
man) all the members of this committee were laymen. 
In Svenska likartidningen for Jan. 4, this report is 
commented on very unfavorably by Dr. Dag Knutson, 
president of the Swedish Medical Association and edi- 
tor of the journal. He notes that the attitude to the 
medical profession of the authors of the report is well 
illustrated by the quotation: “Capable economists and 
administrators are seldom capable doctors.” The impli- 
cation is that physicians are not usually endowed with 
administrative ability qualifying them to run a hospi- 
tal. Animated by this conviction, the laymen in this 
committee found it necessary to restrict the activities 
of the medical staff of hospitals so as to keep them in 
what these laymen consider is their proper place. The 
report favors a further development of hospital out- 
patient services in which the freedom hitherto enjoyed 
by patients to choose their physicians would be cur- 
tailed. Knutson deplores the spirit in which the com- 
mittee has ignored the advice of medical experts. 
“Medical science,” he writes, “is degraded from its 
natural leading position in the care of the sick for the 
benefit of administrators, doctors being deprived of 
their voluntary sense of responsibility, having been 
converted into servants.” If the reciprocal respect of 
the medical profession and the public is to be pre- 
served, Knutson argues that a new scheme for hospital 
reform must be devised with due respect for the opin- 
ions of medical experts. It should be noted that the 
overwhelming majority of the Swedish medical pro- 
fession are members of the Swedish Medical Associ- 
ation. 
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UNITED KINGDOM 


Tonsils and Adenoids.—A new approach to the as- 
sessment of the value of tonsillectomy has been 
made by James Crooks (Practitioner 178:215, 1957), 
who has analyzed his findings in 50 consecutive chil- 
dren of physicians. The children, aged 2 to 15 years, 
were those whose tonsils and adenoids he had _re- 
moved in the last 10 vears. He limited his study to 
physicians’ children because he believed they would 
have the benefit of skilled observation of the illnesses 
for which the operation was undertaken and of the 
results achieved. Every parent was sent a question- 
naire asking about the effect of the operation. Of the 
35 children in whom the operation was performed on 
account of otitis media, 23 had no more trouble and 
only 3 were not improved. Of the 33 children with 
enlarged cervical glands, in only 3 was there no 
marked improvement following operation. None of the 
parents requested operation because their children 
had ordinary colds, but they did so, in some cases. 
because they had found their children’s colds to be 
unusually frequent or severe, often with fever and 
pharyngeal inflammation, or because the colds were 
accompanied by persistent nasal obstruction and dis- 
charge. Of the 26 children in this group, 20 were 
greatly improved and in only 5 was there thought to 
be no change. The one child who had had more 
severe, but not more frequent, colds had had a severe 
nasal and sinus infection a month after operation. Ot 
the 22 children with nasal obstruction, most of whom 
had had colds accompanied by severe nasal obstruc- 
tion and who had continued to have obstruction be- 
tween colds, 11 were cured and 11 improved. Of the 
19 with excessive nasal discharge, 9 were cured, 9 im- 
proved and one was worse. 

Of the 10 children with chest infections and cough, 
2 were cured, 4 improved, and 4 showed no change. 
Conversely, in no case were more coughs or chest 
infections attributed to the absence of the tonsils and 
adenoids. Of the seven children with allergic mani- 
festations, only one was improved and there was no 
change in six. In view of this result, the author believes 
an allergic child’s tonsils and adenoids should be re- 
moved only on their own demerits. Physicians as a 
whole are critical of the health and growth of their 
own children, but it is gratifying to find that the 
parents of 35 of these 50 children believed that the 
children had benefited generally by the operation, 
some very greatly. The question of whether they were 
satisfied with the result of the operation was not put 
directly to the parents, but they were asked for a gen- 
eral comment. The replies of 40 of the parents showed 
that they were satisfied; 7 expressed no opinion; and 
3 indicated that they thought there was no benefit. 


Symposium on Medical Education.—At a symposium 
organized by the British Medical Students’ Association, 
Dr. G. O. Barber, of the College of General Practition- 
ers, said that as a medical student from 1924 to 1929 
he found that his teachers knew how general practi- 
tioners thought because many of them had themselves 
been in general practice. Specialization has ended all 
this. A surgeon now must be a surgeon all the time, 
and he has no idea of the kind of life 67% of his stu- 
dents are going to live as general practitioners. A 
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teacher who is going to give the basic training in any 
profession ought to be familiar with the ways of 
thought of all branches of the profession. The medical 
education of a general practitioner should be a basic 
one while he is in medical school. The same basis 
should serve for all branches of medicine, and one 
should be able to fit to it the techniques required by a 
specialty. General practice offers something — of 
importance in the basic education of the physician 
and something vital in the education of the future 
consultant and teacher. This training should be given 
in the undergraduate courses, as it will facilitate the 
reunion of the whole of medicine. One thing the stu- 
dent should learn from the general practitioner is the 
fact that he is capable of doing most jobs himself. In 
the hospital he sees patients referred from intern to 
resident to consultant, and it seems to him that he 
will never have to take the ultimate responsibility. 

Prot. Clifford Wilson said that the students of todav 
are more critical than those of a generation ago. Since. 
according to him, less than 50% of medical students 
become general practitioners, it is illogical to try to 
produce a general practitioner in an undergraduate 
medical school. The emphasis in teaching should be 
placed on the development of the critical abilities of 
the student. At present too many teachers are teaching 
too much with insufficient integration. Professor 
Wilson outlined a model curriculum. For the pre- 
medical course, advanced chemistry is essential; 
physics and zoology are helpful but not essential; and 
botany is unnecessary. The premedical course there- 
fore should include chemistry at an advanced level, 
physics and zoology at ordinary level, and one other 
subject, such as French. The preclinical period should 
start with one vear’s basic training in anatomy, physi- 
ology, and biochemistry. The next vear should be an 
introduction to the abnormal (general pathology, 
bacteriology, and psychiatry) with clinical demonstra- 
tions as an introduction to bedside nursing. This should 
be followed by an introductory course in clinical 
methods in preparation for a period of clerkship and 
wound dressing. The next stage would be a systematic 
study of disease by body systems. The special anato- 
my, physiology, biochemistry, and pharmacology of 
each system should be dealt with at the same time. 
After this there should be an opportunity for practice 
under supervision in medicine, surgery, obstetrics, and 
pediatrics, both in the hospital and in the outpatient 
service. The aim of the final examination should be 
not to decide whether the student has comprehensive 
knowledge but whether he has learned things straight. 


Acute Epiglottitis.—A series of 29 cases of acute epi- 
glottitis is reported by Jones and Camps ( Practitioner 
178:233, 1957). They consider this condition to be a 
definite clinical entity, and the fact that 26 of their 
29 patients came to autopsy is a challenge to the gen- 
eral practitioner, the pediatrician, and the laryngolo- 
gist. The condition is an acute inflammatory edema 
of the epiglottis, with swelling and immobilization 
causing laryngeal obstruction. Only one of the patients 
was over 6 years of age; 4 were between 5 and 6; 15 
were between 2 and 5; 5 were between 1 and 2; and 
4 were under | year of age. A marked preponderance 
of cases (25) occurred between October and March. 
The specific infecting organism was Hemophilus influ- 
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enzae (type B). The early symptoms of the disorder 
were insignificant but in a few hours were followed by 
the sudden onset of acute upper respiratory obstruc- 
tion and stridor accompanied by shock and severe 
prostration and a rapidly progressive course of the 
disease. The preeminent treatment is tracheotomy, and 
this is imperative if there is restlessness, cyanosis 
deep retraction of the intercostal spaces and supra- 
clavicular region on inspiration, or absent breath 
sounds. Intubation is not advised. Chlortetracycline is 
the drug of choice; 125 mg. is given intravenously as 
the initial dose. This is repeated if necessary, and then 
oral administration is continued for a week. This 
combination of early recognition, admission to hospi- 
tal, tracheotomy, and administration of chlortetra- 
cvcline led to the successful treatment of three pa- 
tients. Mild cases probably go unrecognized, and the 
patients recover spontaneously, possibly because of 
the empirical use of antibiotics. All hospitals that admit 
small children should have an emergency tracheotomy 
set ready at all times, so that acute emergencies due 
to laryngeal obstruction can be dealt with immediately. 
Now that laryngeal diphtheria is so uncommon, vigi- 
lance tends to become relaxed. Not only should the 
tracheotomy set be available but its whereabouts 
should be known to all the operating room staff. 


Poliomyelitis Vaccination.—The government has run 
into further difficulty with its poliomyelitis vaccination 
campaign. It was intended to start distribution of the 
vaccine about the middle of January. The Ministry, 
however, has now announced that one large batch 
due in January was rejected because it was found to 
be contaminated, although it contained no live virus. 
Another batch had to be held up for further testing. 
This means at least a month’s delay in starting vaccina- 
tion. Each of the next few issues of vaccine is expected 
to be about equal to the amount available last May— 
enough to give two injections each to about 200,000 
registered children 2 to 9 years of age. 


Fellowship for Freedom in Medicine.—In his chair- 
man’s address to the annual meeting of the Fellowship 
for Freedom in Medicine, which was founded by Lord 
Horder to protect the public and the medical profes- 
sion from state monopoly in medicine, Dr. Hale-White 
described 1957 as likely to be the most important year 
in the history of the fellowship. The prestige of the 
profession was described as falling rapidly, the main 
factor responsible for this being the exploitation of 
physicians in the National Health Service. Bureau- 
cratic medical care with its impersonality, its figures, 
its averages, its interminable delay, and its complete 
negation of progress is not medical care at all. To 
combat further deterioration, the fellowship had three 
lines of attack: the encouragement of private practice 
in all fields, the reform of the structure of the National 
Health Service, and the removal of medicine from 
party politics. The fellowship is fighting hard to obtain 
drugs for private patients on the same terms as for 
those in the National Health Service, and it is examin- 
ing a scheme by which private practitioners’ fees 
would be covered by voluntary insurance. 

The fellowship believes that it is not only possible 
but certain that a service costing far less could be 
provided that would be much more satisfactory for 
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patients and physicians alike. This could be done by 
abolishing lists and leaving the patient complete 
freedom to go to anyone he likes. Capitation fees 
would be replaced by payment for service. Such a 
scheme would bring back a small measure of responsi- 
bility to each person, for too much welfare and too 
much state control is not good for individual health. 
The fellowship favors free service for all pensioners 
and the reestablishment of the old relations between 
physician and patient. This would relieve the heavy 
load on the hospitals and would reduce the cost of the 
service to the Exchequer by millions of pounds. 


Epidemic Vomiting.—Three school and three family 
outbreaks of epidemic vomiting are reported by G. P. 
McLauchlan (M. Officer 97:47, 1957). The first school 
outbreak involved 9 of the 37 children attending a 
nursery school. The second occurred in a grade school 
and involved 78 of the 300 pupils (aged 7 to 11 years ), 
two teachers, and three of the kitchen staff. The third 
occurred in a residential school for deaf children and 
involved 14 of the pupils. The first family outbreak 
involved a mother, father, and 11-month-old son. The 
second involved two families living next door to each 
other, and the third involved four of six members of 
one family. Of the six outbreaks, only one occurred in 
winter. The pattern of the outbreaks suggested that 
the spread was airborne. The incubation period was 
between 24 and 72 hours. The most common pre- 
senting symptom was nausea or vomiting or both. In 
less than a third of the patients vomiting was followed 
by diarrhea. Abdominal discomfort or colicky pain was 
common. Frontal headache, often severe, was com- 
plained of by a number of adults and children. None 
of the victims complained of giddiness. None of the 
children was severely affected, and recovery after the 
cessation of symptoms was rapid. 


Ocular Defects and Intelligence.—A statistical relat.on- 
ship between myopia and above-average intelligence 
and between a below-average intelligence and refrac- 
tive error other than myopia is reported by N. A. Jevons 
(M. Officer 97:53, 1957) on the basis of an analysis 
of the ocular defects of 100 pupils from grammar 
schools, 100 from secondary modern schools, and 34 
from schools for educationally subnormal pupils. The 
incidence of myopia was 70% among the grammar 
school pupils and only 9% among the educationally 
subnormal pupils, the secondary school pupils occupy- 
ing an intermediate position (26%). The incidence of 
hypermetropia was almost exactly reversed: it oc- 
curred in 32% of the subnormal pupils, 2% of the 
grammar school pupils, and 6% of the secondary school 
pupils. These differences are statistically significant. 
Another interesting finding was the relatively high 
incidence (15%) of myopic astigmatism among the 
educationally subnormal pupils as compared with 4% 
among the grammar school pupils. The author sug- 
gests that myopic children naturally become interested 
in books and, therefore, studious, because they can 
see near objects clearly while distant objects are 
blurred. Hypermetropic children, on the other hand, 
see distant objects more clearly and, therefore, develop 
less interest in near objects, such as books. Astigmatism 
may act in the same way. No evidence was found to 
support the thesis that myopia in students is due to 
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excessive reading. A random selection of the ophthal- 
mic records of 50 myopic grammar school pupils and 
of 26 secondary school pupils showed no difference 
between the average vearly rate of increase in moypia 
in the two groups. 


Artificial Insemination and Divorce.—The Court of 
Session, Edinburgh, refused to give a decision in an 
undefended divorce action that raised the question 
whether a woman who had been artificially insemi- 
nated and who had a child as a result could be said 
to have committed adultery. The evidence of the 
husband, who was asking for a divorce, showed that 
his wife, who is in New York, had written to him about 
procreating a child by this method. The judge con- 
tinued the case in order that he could report it to 
the lord advocate, the Scottish equivalent of the attor- 
ney general in England, representing the public in- 
terest, in view of the important question of public 
policy involved. He said that it had not vet been 
judicially decided in the law of Scotland whether arti- 
ficial insemination resulting in the birth of a child was 
adultery or, alternatively, whether it was a ground tor 
divorce. It seemed to him to be an important matter 
of public policy, and he thought it was undesirable. 
if it could be avoided, that such a question should be 
decided without a contradictor. Counsel for the pur- 
suer submitted that the question of artificial insemina- 
tion did not arise in the case, because the issue was 
one of nonaccess. To this submission the judge said: 
“But questions may arise as to whether the old law of 
nonaccess has not been innovated upon to some extent 
as a result of either the advance or retrogression of 
medical science, according to the way vou look at it. 
It may well be that the whole law of nonaccess may 
have to be looked at again.” 


WORLD HEALTH ORGANIZATION 


Cancer in Women.—There has been a sharp increase 
in death rate from cancer of the breast in the past 30 
vears, according to a study covering 19 countries 
made by Dr. M. Pascua for the World Health Organi- 
zation. Between 1920 and 1953, this rate increased by 
more than 100% in Denmark, Italy, Norway, the 
Netherlands, Sweden, South Africa, Chile, Australia, 
and New Zealand and by more than 50% in the United 
Kingdom, Switzerland, and the United States. The 
lowest death rate from breast cancer is found in Japan 
(3.3 per 100,000), followed by Chile (5.2) and Spain 
(6.2). The highest rates are in England and Wales 
(35.7 per 100,000), Denmark (32), Scotland (30.8), and 
Switzerland (30.5). In women under 25 vears of age 
the rate is usually insignificant, but it increases rapidly 
after that. The death rate among women 75 years old 
and over is usually more than three times that for 
women 45 to 54 and twice that for those 55 to 64. 
There are also wide differences in the levels of specific 
death rates for corresponding age groups from one 
country to another. Thus, for women 45 to 55 years 
old, the death rate is usually around 53 per 100,000 
in England and Wales, about 43 per 100,000 in Ire- 
land and Australia, and less than 10 per 100,000 in 
Japan. Comparing breast cancer with the total cancer 
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mortality among women, the WHO study indicates 
that there is little variation as between different 
countries. 

The study reveals a different situation in the case 
of uterine cancer. Death rates from this cause either 
have been stationary or have decreased. The decline 
has been definite and important in the last 7 to 10 
vears for Great Britain, Switzerland, and the United 
States. There is a distinct improvement also in Can- 
ada, Japan, and Australia. An exception to this tend- 
ency has been observed in Denmark, where the crude 
death rate from this cause has increased. In. sharp 
contrast to the mortality pattern of cancer of the 
breast, Japan has death rates for uterine cancer sim- 
ilar to those of other countries. The highest rates for 
cancer of the uterus for 1953, which is the latest vear 
for which specific data are generally available. were 
observed in Denmark (22.6 per 100,000), France (19.5). 
United States (19.3). Scotland (17.8). Switzerland 
(17.5). and England, Wales, and Japan (17.2). Other 
death rates from this cause are as follows: Chile (16.6), 
South Africa (15.9). Italy (15.4). Australia (15.2). Fin- 
land (14.9), Sweden (14.8). Canada (14.1), Norway 
(13.5), New Zealand (12.9). the Netherlands (12.5). 
Ireland (10.9). and Spain (9.7). Death rates from. this 
cause also increase with age, although they rise less 
steeply than for cancer of the breast and generally 
reach the maximum in the highest age groups. In 
Japan, however, the maximum is reached at 55 to 
64 vears. 


Meeting of the Executive Board.—The Executive 
Board of the World Health Organization met in 
January and recommended that the basic effective 
budget for 1958 be set at $11.761,350, which is $500,- 
000 short of the sum requested by the director-general. 
To the extent that inactive member states resume 
their participation in WHO, a supplemental budget 
not to exceed $1,871,000 was also recommended. 
Albania, Bulgaria, and Poland resumed active mem- 
bership this year. The board expressed the hope that 
members who have not vet resumed active participa- 
tion will do so in the near future. Hungary would like 
to resume active participation, but because of its 
present economic position it has asked for a substan- 
tial decrease of its annual contribution and cancella- 
tion of its arrears. This matter can be decided only 
by the World Health Assembly. In order to facilitate 
the return of inactive members, the World Health 
Assembly last year passed a resolution providing that 
contributions should be paid in full for the years dur- 
ing which the countries participated actively in the 
work of the organization and that for the inactive 
vears a token payment of 5% of the amounts assessed 
should be required. The board commended the di- 
rector-general on the emergency action he had taken 
in the eastern Mediterranean region. Because of de- 
velopments in that region, it had been necessary to 
evacuate to Geneva the larger part of the staff of the 
regional office in Alexandria, Egypt, and some field 
staff stationed in areas where they were unable to 
continue their duties. Evacuation took place in ac- 
cordance with plans previously agreed on. Return of 
the WHO staff is planned for the near future. 
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DEVELOPMENTAL DEFECTS 


To the Editor:—In his letter in the Jan. 26, 1957, 
issue of the THE JouRNAL, page 303, Dr. Harold Kalter 
castigates me for an assortment of sins, such as: “[he] 
continues to perpetuate his ideas on the etiology of 
Mongolism” and for questioning the validity of genetic 
pronouncements that, as I said, “bypass embryology 
and teratology and medicine itself.” | had mentioned 
the case of a mother who gave birth to Mongoloid 
twins after a head-on collision of the car she was 
driving on the 59th day of pregnancy. The original 
letter tells that on June 24, 1940, the mother was 
“driving up a mountain road at an approximate speed 
of 35 miles per hour. Going around a curve we col- 
lided with a car coming down the mountain. The 
shock was so hard that the steering apparatus was 
driven down through the boards. My body took the 
impact.” Since the expected day of confinement was 
Jan. 15, 1941, it may be estimated that gestation had 
advanced to about the 59th day. One is doing no more 
than applying conventional obstetric formulas. Nor do 
I think for a moment that uteroabdominal trauma per 
se on that day caused the Mongolism, with the asso- 
ciated stigmas in four little fingers of two fetuses. On 
the other hand, it seems reasonable to infer that trau- 
ma may have caused contusion and hematoma of the 
placenta, which in turn resulted in impaired blood 
supply, oxygenation, and nourishment of both em- 
bryos, and that the ultimate manifestation of trauma 
was Mongoloid twins. Parenthetically, it was this case 
and the problem of how to account for stunting of all 
middle phalanges in both twins that finally spurred 
me to set up an experimental model using hypoxia as 
the teratogenic agent. 

Early in his letter Dr. Kalter says of the integrated 
theory of congenital anomalies I had advanced in my 
article that “This theory is based on the belief that 
‘most congenital anomalies originate as fetal manifes- 
tations of critical stress in pregnancy. ” I advanced a 
theory in the dictionary sense of the word as “an 
analysis of a set of facts in their ideal relations to one 
another.” In short, the theory was based upon facts 
not beliefs. These facts have been assembled by the 
many experiments of numerous investigators working 
industriously during the past century, and on hun- 
dreds, if not thousands, of factual observations made 
by clinicians and patients alike and by the field obser- 
vations that have been made on the after-effects of 
rubella and the atomic bomb on the unborn babies of 
pregnant women. 

When Dr. Kalter lists chondrodystrophy, eccentro- 
osteochondrodysplasia (Morquio’s disease), arachno- 
dactyly, fragilitas ossium, osteopetrosis, and nine other 
conditions as genetically determined anomalies, I 
quite agree. In my article I was talking of acquired 
malformations but allowed for such conditions as “dis- 
orders that were predestined through genetic mechan- 
isms.” Bull dogs and achondroplastic dwarfs are bred, 
not induced. On the other hand, there is no evidence 
that human beings breed cyclopia, dextrocardia, con- 


joined twins, patent ductus arteriosus, tracheoesopha- 
geal fistula, Mongolism, ectromelia, Hutchisonian 
teeth, Erb’s palsy, or retrolental fibroplasia, although 
doubtless some fetuses are more susceptible than oth- 
ers to environmental adversities causing such defects. 

In closing his letter Dr. Kalter suggests the dentist 
or physician who applies anesthesia or the physician 
who gives injections may be held responsible for the 
induction of an abnormality as the result of my kind of 
research “when in reality a genetic or an unknown 
factor may be the cause.” Physicians are open-minded 
to an examination of regrettable consequences of 
operative risks as well as the happier consequences. 
Critical self-examination is at the very heart of the 
clinicopathological conference, and I merely ask that 
consideration be given to the possibility that opera- 
tive intervention during pregnancy may carry risk for 
the fetus. Rubella does, why not deep anesthesia? 


THeopore H, M. D. 
1 Shattuck St. 
Boston 15, Mass. 


DIAGNOSIS OF PHENYLKETONURIA 


To the Editor:—It has come to my attention that at 
the present time many physicians are still unaware of 
the simplicity with which it is possible to diagnose 
phenylketonuria. At the present time the early diag- 
nosis of phenylketonuria has become a matter of more 
than academic interest. A diet for the therapy of this 
condition is now commercially available. Reports of 
the use of this diet are encouraging, although a defini- 
tive conclusion as to its degree of eftectivness is not 
yet available. However, all reports indicate that, for 
the diet to be effective, it must be started early—prob- 
ably before the end of the first vear of life. The ideal 
time for the diagnosis to be established would be at 
birth. However, the abnormal urinary constituents 
probably do not appear much before the end of the 
second or third month. It is probable then that, for a 
routine screening procedure, a test carried out at 
about the third month of life should be adequate for 
diagnosis, and will be about as early as we can hope 
for. 

The responsibility of the physician in this regard is 
heightened by reason of the extreme simplicity of the 
test. | have recently discovered that the diagnosis can 
be made by simply adding a few drops of ferric chlo- 
ride solution to the urine-stained diaper. In the patient 
with phenylketonuria, a bright blue-green ring forms 
at the junction of the ferric chloride and the urine on 
the diaper. The normal child shows only an orange or 
brown stain. The advantage of the diaper test is that 
it does not even require the inconvenience of attempt- 
ing to obtain a urine specimen from a small infant. It 
can be done in 10 seconds, and it is apparently a rela- 
tively effective screening test. 

I am writing this letter to suggest the possibility 
that a urine analysis for phenylketonuria might be 
made a part of the routine three-month follow-up of 
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every infant. It is true that phenylketonuria is a rela- 
tively rare disease, affecting slightly more than one out 
of every 20,000 individuals. This means that next year 
there will be only possibly 200 such infants born in the 
United States. When one considers, however, that the 
early diagnosis of these infants may spare them a life- 
time of idiocy and when one considers the extreme 
simplicity of the screening test, the proposal would 
appear to deserve serious consideration. 

Ricuarp MAsLanp, M.D. 

Research Director 

National Association for Retarded Children 

Bowman Grav School of Medicine 

Winston-Salem, N. C. 


BOOKLET NO. 4 ON SALK VACCINE 


To the Editor:—The truth of the conclusions of med- 
ical science rests on the solidity of the assumptions 
leading to the conclusions. It came as a surprise, there- 
fore, to receive in the mail today an informational 
booklet for physicians that deletes from a purportedly 
and otherwise completely reproduced article a short 
paragraph that discusses the assumptions that are in- 
troduced by the authors to guard against the unwary 
acceptance of the conclusions. The reader is not in- 
formed of the deletion. 

The booklet is the latest publication of the National 
Foundation for Infantile Paralysis. It is number 4 of 
a series entitled Information for Physicians on the 
Salk Poliomyelitis Vaccine (February, 1957). The 
editor is Dr. Thomas M. Rivers, medical director of 
the National Foundation. The article is “A Preliminary 
Report on Surveillance of Poliomyelitis in the United 
States in 1956,” prepared by members of the Polio- 
myelitis Surveillance Unit of the United States Public 
Health Service. This report originally appeared in 
mimeographed form for release on Jan. 26, 1957, and 
was distributed by the Poliomyelitis Surveillance 
Unit to public health officials and others. The section 
that is deleted is as follows: 

Assumptions underlying these analyses introduce several 
sources of potential bias. Case reports were received through 
morbidity reporting systems of widely varying accuracy. Overall 
population figures and vaccine usage figures (particularly for 
commercial supplies of vaccine) were necessarily estimates. 
Variations in geographic and age-specific vaccination and attack 
rates could not be completely accounted for. Risk of exposure 
was assumed to be equal in the two populations and constant 
throughout the study period. Although attempts have been made 
to minimize the effect of these sources of errors, interpretations 
of the results must necessarily be guarded. 

Two additional sentences following this paragraph 
are also deleted but are not pertinent to the discussion. 

It is my belief that American physicians will be ap- 
preciative of the completed text. 

Herpert RATNER, M.D. 
Public Health Director 
Oak Park, Ill. 


To the Editor:—In order to meet space requirements 
of the publication Information for Physicians on the 
Salk Poliomyelitis Vaccine, number 4, February, 1957, 
two paragraphs and two charts included in the original 
mimeographed manuscript version of the article, “A 
Preliminary Report on the Surveillance of Polio- 
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myelitis in the United States in 1956,” by Alexander 
Langmuir and associates at the Communicable Dis- 
ease Center of the U. S. Public Health Service, were 
omitted with the knowledge and consent of the au- 
thors. The full text of the report is scheduled for pub- 
lication in Public Health Reports. 

Tuomas M. Rivers, M.D. 

Medical Director 

The National Foundation for 

Infantile Paralysis, Inc. 

120 Broadway 

New York 5. 


TREATMENT FOR WARTS 


To the Editor:—The interesting article on warts 
(J. A. M. A. 162:1222-1224 [Nov. 24] 1956) prompts 
me to report our limited, but surprising, results with 
use of iodochlorhydroxyquin (Vioform) cream, 3%. 
Four of our youngest children had numerous common 
warts for over two years, The youngest, a girl aged 
3%, had for some time a soft papillomatous wart in 
the popliteal space, treatment of which was_post- 
poned as so often happens in a physician's family. To 
control local inflammation several antibiotics were 
used on occasion, and at one time, since it was handy, 
iodochlorhydroxyquin cream, 3%, One week later it 
was noted that the lesion had disappeared. 

On the chance that the iodochlorhydroxyquin had 
effected the cure, it was applied by small dressing 
strips nightly, and, where possible, around the clock 
to the warts of all four children. One child with blond 
skin showed a minimal irritation from the medication 
after three days of treatment, so medication was sus- 
pended for three days and then resumed on alternate 
days. In approximately one week all the warts were 
gone, except for those for which treatment had been 
delayed and for two palmar warts, which required 
five weeks of treatment. Those responding to treat- 
ment included the annoying paronychial type that 
extended beneath the nail. 

Twenty-four hours after treatment is begun the 
warts show a dusky look of cyanosis as though the 
blood supply is impeded, and in another day red 
streaks resembling thrombotic vessels appear. Unfor- 
tunately the lesions regressed before sections were 
taken. Desquamation is evident in 3 to 4 days and 
continues until the 6th to 10th day, when the wart 
may fall off, leaving slightly roughened normal skin. 
The entire wart may peel off earlier en masse. 

Whether the drug causes local circulatory change 
or removes a virus stimulation remains to be seen. 
The drug proved useless on warts in two adults, one 
of whom had a large lesion of the flexor aspect of a 
middle phalanx, present for 30 years. The rapid 
healing of the warts in our children seems worth re- 
porting. Two months have gone by with no sign of 
recurrence. It would certainly simplify treatment in 
children who might have an equally susceptible 
strain, and it may be most interesting to find if there 
is actually a virucidal action in this and_ similar 
chemicals. GeorcE M.D. 

895 Sir Francis Drake Blvd. 
San Anselmo, Calif. 
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Definition of “Unprofessional Conduct”: Delegation 
of Legislative Authority.—The plaintiffs, licensed op- 
tometrists, filed an action to enjoin the defendant, the 
state board of optometry, from proceeding with hear- 
ings on its order to show cause why the plaintiffs’ 
licenses should not be revoked or suspended. From a 
judgment denying the desired relief, the plaintiffs 
appealed to the Supreme Court of Minnesota. 

Complaints presented to the state board of optom- 
etry against the plaintiffs alleged that the plaintiffs 
had entered into an agreement with an optical com- 
pany, a dispensing optician, whereby the company 
had been engaged as a “steerer” to obtain business 
for the plaintiffs. Section 148.57, subdivision 3, of 
Minnesota Statutes, Annotated, provides that the 
board “may revoke the certificates or suspend the 
right to practice of any person .. . who is found by 
the board to be... guilty of unprofessional conduct. 
‘Unprofessional conduct’ means any conduct of a char- 
acter likely to deceive or defraud the public, including, 
among other things . . . the employment of ‘cappers’ 
or ‘steerers’ to obtain business; splitting or dividing 
a fee with any person. .. .” The plaintiffs contended 
that the use of the phrase “among other things” em- 
powered the board to formulate its own definition of 
unprofessional conduct and was, therefore, an uncon- 
stitutional delegation of legislative power. 

The Supreme Court said that, if a law furnishes a 
reasonably clear policy or standard of action that 
controls and guides the administrative officers in as- 
certaining the operative facts to which the law applies 
so that the law takes effect upon these facts by virtue 
of its own terms and not according to the whim or 
caprice of the administrative officers, the discretionary 
power delegated to the board or commission is not 
legislative. “Unprofessional conduct,” the court con- 
tinued, is conduct which violates those standards of 
professional behavior that through professional expe- 
rience have become established by the consensus of 
the expert opinion of the members, as reasonably 
necessary for the protection of the public interest. 
The legislature has empowered the board to declare 
“unprofessional” only such conduct as fails to conform 
to those standards of professional behavior that are 
recognized by a consensus of expert opinion as neces- 
sary for the public protection. Under such circum- 
stances, the board is not determining when and upon 
whom the delegated discretionary power is to take 
effect but is simply ascertaining the existence of acts 


or omissions that, if they violate the accepted stand- — 


ards of professional behavior, automatically bring 
the law into operation by its own terms. “Unprofes- 
sional conduct,” which is further defined by the statute 
as “any conduct of a character likely to deceive or 
defraud the public,” provides a sufficient guide for the 
ascertainment of the operative facts that bring the 
statute into operation. The Supreme Court said that 
a statute empowering a regulatory board to revoke a 
license for unprofessional conduct is not void for 
uncertainty and indefiniteness because it states the 
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grounds for revocation in general terms and fails to 
specify what particular acts or omissions constitute 
unprofessional conduct. Since “unprofessional con- 
duct” is of itself a sufficiently definite ground for the 
revocation or suspension of a license, it cannot reason- 
ably be maintained that such a statutory provision 
becomes invalid because the legislature has expressly 
defined certain acts as unprofessional conduct but 
has left it to the board to determine what other acts 
and omission are “unprofessional.” The use of the 
phrase “among other things,” coupled with the 
enumeration of illustrative acts of unprofessional con- 
duct, merely indicates a legislative intent not to define 
expressly the entire field. A legislature can not be 
expected to forbid specifically all improper practices 
that are likely to occur. : 

Other contentions of the plaintiffs were also over- 
ruled, and the judgment of the lower court denying 
to the plaintiffs injunctive relief was accordingly 
affirmed. Reyburn v. Minnesota State Board of Op- 
tometry, 78 N. W. (2d) 351 (Minn., 1956). 


Admissibility in Evidence of Results of Intoximeter 
Test.—From a conviction for operating a motor vehicle 
while under the influence of intoxicating liquor, the 
defendant appealed to the Criminal Court of Appeals 
of Oklahoma. 

The arresting officer testified that he had noticed 
the truck that the defendant was driving and that, 
when it passed him with blinking lights and pulled 
off the road, he pulled up in back of it. When the de- 
fendant got out of the truck, he appeared drunk, and 
the officer had difficulty in subduing him and turning 
him over to two traffic officers. These officers subse- 
quently stated that they also thought the defendant 
was drunk at the time. The defendant's explanation 
of his conduct was that he got out of the truck and 
bent over to check his right front wheel that seemed 
to keep coming loose. He also said that he had been 
undergoing treatment by a dentist and that that ac- 
counted for the odor on his breath. 

Since the above evidence was so obviously conflict- 
ing, the officers, with the defendant's consent, took 
an intoximeter test of the defendant's breath. It indi- 
cated a blood alcohol concentration of 0.11%. The de- 
fendant’s chief contention was that, since this test 
showed an alcoholic concentration in his blood of less 
than 0.15%, the level at which all persons are expected 
to be intoxicated, the jury's finding of intoxication 
was therefore against the weight of the evidence and 
the verdict of guilty should be reversed. 

The Court of Appeals of Oklahoma said that, while 
persons are not expected to be intoxicated with a level of 
below 0.05%, and while persons are expected to be in- 
toxicated with a level of above 0.15%, nevertheless, in 
the middle area between these two extremes, the result 
of breath tests, along with other tests and observations, 
is admissible in evidence for the consideration of the 
jury as bearing upon the question of alcohol influence. 
In this middle zone, the tests are conclusive of neither 
intoxication nor sobriety. Accordingly, the court said 
that, although the evidence was conflicting, the jury’s 
findings would not be disturbed because the evidence 
reasonably tended to support those findings. The judg- 
ment of conviction was therefore affirmed. Armstrong 
v. State, 300 P. (2) (Okla., 1956). 


MEDICAL FILM REVIEWS 


Into the Sunlight: 16 mm., black and white, sound, showing 
time 28 minutes. Produced in 1955 by and procurable on rental 
from the Training School at Vineland, Vineland, N. J. 


The purpose of this film is to illustrate the possi- 
bilities of developing the potentialities of mentally 
retarded children, under conditions that stress the hap- 
piness of the child as a foundation for a complete 
professional program. This purpose is superbly and 
dramatically achieved as the film describes the many 
approaches that can be used in the development of 
retarded children. The Training School at Vineland is 
shown as an example. However, a somewhat over- 
optimistic view of the trainability of retarded children 
is given, since the film does not stress adequately the 
fact that the individuals with more serious defects 
have been excluded. The film deals with cottage liv- 
ing, education, the many aspects of vocational training, 
athletic activities, recreation, music, and scouting and 
clubs, and it stresses the necessity for research into the 
causes, treatment, and prevention of mental retarda- 
tion. The photography, narration, presentation of sub- 
ject matter, and continuity are excellent. The film is 
recommended for pediatricians, general practitioners, 
house officers, medical students, teachers, and parents. 


NEW FILMS ADDED TO 
A. M. A. MOTION PICTURE LIBRARY 

Susan’s Wonderful Adventure: 16 mm., color, sound, showing 
time 30 minutes. Produced in 1955 by the Audio Visual Center, 
Syracuse University, Syracuse, N. Y., for the Clarke School for 
the Deaf, Northampton, Mass. Procurable on loan (service 
charge $4) from Motion Picture Library, American Medical 
Association, 535 N. Dearborn St., Chicago 10. 


The purpose of this film is to create a better under- 
standing between people of the hearing world and the 
deaf. This is a dramatic portrayal of the problems of 
educating hard of hearing and deaf children. The 
activities of beginning and advanced pupils at the 
Clarke School for the Deaf are shown, and the methods 
used in training deaf children to read, write, speak, 
and master the tasks of everyday life are demonstrated. 
The presentation of the child’s problems in finding 
educational facilities and of the devotion and warmth 
of the teachers is excellently done. The film tells a 
worthwhile story of the dedication required in con- 
quering hearing handicaps educationally and shows 
that, most important of all, it can be done. It is com- 
pletely genuine and documentary, and the scientific 
details are accurate. The color photography and sound 
are excellent. This film is highly recommended for lay 
audiences such as Parent-Teacher Associations and 
civic and church groups, and particularly for the par- 
ents of hard-of-hearing children. 
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Action of Human Heart Valves: 16 mm., color, silent, show- 
ing time 24 minutes. Prepared in 1956 by Charles V. Meck- 
stroth, M.D., and Karl P. Klassen, M.D., Columbus, Ohio. 
Procurable on loan (service charge $2) from Motion Picture 
Library, American Medical Association, 535 N. Dearborn St., 
Chicago 11. 


This film shows a method for demonstrating each of 
the four valves of the human heart in action. The clear 
colorless liquid is circulated through the heart by 
intermittent pumping, and a system of windows, with 
excellent illumination, permits the valves to be photo- 
graphed in motion. The film shows not only the normal 
valves but also specimens illustrating various degrees 
and types of stenosis and regurgitation. The enlarge- 
ment of stenotic valves by “finger fracture” and by 
instrumental commissurotomy is well shown, and the 
occasional deformity in which the breaking of ad- 
hesions affords little relief because of the rigidity of 
the thickened valvular leaflets is exemplified. In a 
concluding scene, all four valves are shown in action at 
once. If the film has any defect, it is the fact that the 
reason for the order in which the various topics are 
presented is not clear. This could be remedied by the 
addition of a suitable introductory outline. Because the 
film is completely objective and quite independent of 
any theoretical assumptions, it has permanent value. 
Some teachers of physiology may feel inclined to 
substitute it for the actual experiments customarily 
done with sheep hearts. The color photography is ex- 
cellent. The film is extremely instructive and could be 
appreciated by almost any audience. It is recom- 
mended for medical students, house officers, general 
practitioners, physiologists, and as a review for cardiac 
surgeons. 


The Evaluation of Hearing in Pre-school Children Who 
Lack Normal Speech: 16 mm., color, sound, showing time 28 
minutes. Prepared in 1955 by Hollie E. McHugh, M.D., 
Montreal, Canada. Procurable on loan (service charge $3) 
from Motion Picture Library, American Medical Association, 
535 N. Dearborn St., Chicago 10. 


The problems of hearing evaluation in children with 
impaired communication are presented, with the use 
of diagrams and patients. The film also shows rather 
clearly the diagnostic possibilities with relation to 
cerebral palsy, mental retardation, and schizophrenia. 
It includes a good summary of diagnostic procedures; 
however, more emphasis could have been placed on 
the positive aspects of what can be done for the chil- 
dren. Some of the diagrams are confusing, but the live 
photography of patients is instructive and the scenes 
are well chosen. This film can be recommended to the 
physician who must evaluate hearing among children. 
It would also be of interest to medical students and 
to those taking pediatric courses. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Patent Ductus Arteriosus: A Follow-Up Study of 73 
Cases. J. A. Cosh. Brit. Heart J. 19:13-21 (Jan.) 1957 
[London]. 


Of a series of 73 patients (53 females and 20 males) 
with simple patency of the ductus arteriosus 69 were 
followed up. Seven of these had died. The causes of 
death were bacterial endocarditis in 4, pulmonary 
embolism in 1, congestive heart failure in 1, and 
diphtheria in 1. Thus, 5 of the 7 deaths were directly 
and 1 was indirectly attributable to the patent ductus. 
Bacterial endocarditis developed in 6 of the patients. 
Four of them died before penicillin was introduced, 
and the 2 who survived were both infected with 
Streptococcus viridans and recovered after the usual 
treatment; in each the ductus was ligated a few weeks 
later. The ages at which endocarditis developed 
ranged from 9 to 36 years (average 21). The incidence 
of 6 among 69 (9%) is far lower than had been ascer- 
tained in 3 autopsy series, in which it ranged between 
29 and 53%. The patent ductus was ligated in 28 of 
the patients, the usual indications being dyspnea, fa- 
tigue, poor physique in childhood, cardiac enlarge- 
ment, or recent bacterial endocarditis. The ductus 
was not ligated in 34 patients, whose average age at 
the time of the follow-up was 26 vears. None suffered 
serious restriction of activity, although 7 were aware 
of dyspnea, and § had some cardiac enlargement. In 
4, the continuous murmur had disappeared. Twenty- 
one of the 35 patients with and only 5 of the 24 with- 
out a precordial thrill were selected for operation. 

Childbirth occurred 23 times in patients with patent 
ductus and was without difficulty or complication. 
Only 1 patient required termination of pregnancy 
with sterilization. Children with patent ductus were 
significantly underweight when compared with normal 
children. Only 4 of 13 showed a significant improve- 
ment in weight in the years following ligation of the 
ductus. While this review shows an appreciable mor- 
tality and infection rate among patients with patent 
ductus, it suggests a much better prognosis than do 
those reports that are based entirely on autopsy find- 
ings. It shows, too, a lower morbidity rate in unse- 
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lected cases than among those usually referred to 
hospital. Other features are the general well-being 
of the adult patients, the occurrence of pregnancies 
and childbirth without complication, and the occa- 
sional apparent closure of the ductus in early adult 
life. Patients who survive without operation are a 
selected group in that those with the worst cases have 
either died or have had the ductus ligated, implying 
that the ductus is not widely patent in those who have 
not had surgical treatment. The first 21 patients in the 
series, however, all given diagnoses before 1934, were 
unselected in that none had had the ductus ligated. 
Of these 21, 4 had died, 2 of bacterial endocarditis, 1 
of heart failure. and 1 of diphtheria; 2 could not be 
traced; but the remaining 15 were well, including the 
4 who had lost their continuous murmurs, 


Pulmonary Sarcoidosis: ACTH and Cortisone Treat- 
ment. J. Grau, Ml. Gomez and I. Morales. Ap. respir. v 
turberc. 21:87-108 (April-June) 1956 (In Spanish) [San- 
tiago, Chile]. 


Pulmonary sarcoidosis is one of the gravest forms 
of the disease. It occurs more frequently than is com- 
monly believed. The early symptoms and roentgeno- 
graphic signs are similar to those of pulmonary tuber- 
culosis. The tuberculin skin test and bacteriological 
examination give negative results. The patients com- 
plain of progressive loss of weight, fatigability, and 
respiratory symptoms of long duration. The respira- 
tory symptoms are usually mild, but they may be- 
come acute or be complicated by cor pulmonale, and 
death may ensue. The plasma globulins and the sedi- 
mentation rate are increased. A diagnosis can be 
made only by roentgenographic examination, which 
shows hilar and parahilar shadows that are not im- 
proved by giving antibiotics. The roentgenographic 
aspects of pulmonary sarcoidosis are extremely varied. 
The type of the disease was different in each of the 
authors’ 2 patients. The first had typical symptoms 
and roentgenographic signs of pulmonary disease of 
long duration not benefited by giving antibiotics. The 
Nickerson-Kveim test was intensively positive. Cor- 
ticotropin was given in doses of 90 mg. on the first 
day, 80 mg. on the second day, and 60 mg. daily for 
1 week, until 1.5 Gm. had been given. The patient was 
well for several months, after which he had a relapse. 
The Nickerson-Kveim test again became intensively 
positive, and the symptoms and_ roentgenographic 
signs of the disease reappeared. Cortisone, in an av- 
erage daily dose of 200 mg., was given for 7 days, 
when the symptoms and roentgenographic signs again 
disappeared. Three years after discontinuation of the 
treatment the patient was still well. The second pa- 
tient, a woman 32 years old, complained of respiratory 
symptoms. She had had ocular sarcoidosis when she 
was 18 years old. Roentgenograms of the chest showed 
the characteristic appearance of pulmonary sarcoido- 
sis. The diagnosis was confirmed by biopsy of a small 
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lymph node. Corticotropin was given in doses of 40 
units twice daily for 7 days. One year after discon- 
tinuation of the treatment, the patient was in good 
health. 


Pattern of Pulmonary Tuberculosis in Calcutta—An 
Investigation. A. N. Sengupta, M. M. Mukherjee, R. 
Sinha and others. |. Indian M. A. 27:421-429 (Dec. 16) 
1956 [Calcutta]. 


Of 17.516 patients who attended an outpatient 
clinic in Calcutta, India, between April, 1948, and 
March, 1953, $383 (49%) had tuberculosis and 7,214 
of these had pulmonary tuberculosis. The patients 
belonged to the lower income groups, but patients 
from the lowest and from the higher income groups 
were not included, so that the patients were not 
selected at random. The incidence of tuberculosis 
among the lower income group was highest among 
those who had the lowest income and among the un- 
emploved. Most of the patients (54%) were between 
the ages of 20 and 29 years. The females constituted 
only 27.6% of the total number of patients with 
tuberculosis, but this might have been due to the 
lesser number of females than males attending the 
clinic. The sputums of 5.969 patients with pulmonary 
tuberculosis were studied, and 61.9% of them were 
positive for acid-tast bacilli. Repeated examinations 
of sputum were, to some extent. responsible for this 
high percentage; S6°% were detected on the first ex- 
amination, while 11.8%, 2.1%, and 0.1% were found 
on the 2nd, 3rd, and 4th examinations respectively. 
Practically all tvpes of pulmonary tuberculosis in all 
stages were observed among the patients studied. 
The largest proportion of patients (90.5%) had the 
infiltrative tvpe; of these, 42.8% had predominantly 
the exudative type; 19.2% had predominantly the 
proliferative tvpe; and 28.5% had a mixed type. Only 
0.77% of the patients had primary lesions because 
children up to the age of 9 vears represented only 1% 
of the total series. The right lung was more often 
affected than the left. Eight per cent of all the cavities 
were situated in the lower lobes and 64.9% in the 
upper lobes. 


Treatment of Tuberculous Meningitis Without In- 
trathecal Medications. C. Sasso. Gazz. med. ital. 
115:405-409 (Dec.) 1956 (In Italian) [Turin, Italy}. 


Eight patients from 12 to 22 years of age with 
tuberculous meningitis were treated for 3 months with 
40 mg. per kilogram of body weight per day of 
dihydrostreptomycin injected intramuscularly, 15 mg. 
per kilogram of body weight per day of isoniazid 
given by mouth, and a beginning dose of 30 mg. per 
day of prednisone, which was diminished progressive- 
ly every day. The patients were not subjected to 
intrathecal administration of isoniazid or of strep- 
tomycin. Some patients also received 10 to 12 mg. of 
hydrocortisone administered intrathecally every other 
day. Aminosalicylic acid was given by mouth or 
parenterally at some time during the treatment to 2 
patients. The treatment was started in some patients 
30 to 50 days after the appearance of the meningeal 
symptoms and in other patients after they had been 
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unsuccessfully treated for a long time with  strep- 
tomycin administered intrathecally. Some patients 
showed pulmonary alterations of the miliary type. 
Two patients began their treatment in very poor con- 
dition. Favorable results followed in all the patients: 
the fever tended to disappear gradually, the symp- 
toms became more attenuated, and findings of the 
spinal fluid became normal. The large doses of drugs 
given to all patients did not cause significant un- 
toward side-effects. 


Rubella Epidemic with Complications (Hammerfest 
Epidemic 1955), E. Dahl. Tidsskr. norske legetor. 
77:18-20 (Jan. 1) 1957 (In Norwegian) [Oslo]. 


A rubella epidemic in the fall of 1955 was marked 
by its severe, atypical form. The morbidity was high. 
Of the authors 90 patients, 12 were aged over 30 and 
the oldest was 63; the voungest patient was 1 year 
old. The relatively long prodromal stage, with marked 
indisposition, elevated temperature, an atypical ex- 
anthem, and reduced resistance to respiratory dis- 
eases and sequels are not usual in rubella. The few 
pregnant women gave birth to healthy children. It is 
an open question whether the patients were infected 
with a rubella virus having a heightened virulence 
or whether they had a rubella-like disease. 


Megaloblastic Anemia in Patients Treated with Di- 
phenylhydantoin and Primidone. Kk. Gydell. Acta 
Haemat. 17:1-15 (Jan.) 1957 (In English) | Basel, Swit- 
zerland|. 


The author found reports in the literature on 14 
patients in whom megaloblastic anemia developed 
after treatment with anticonvulsive drugs of the 
hydantoin type. In these patients the anemia was 
generally treated first with vitamin B ,.. but, owing 
to an unsatisfactory response. it was replaced by folic 
acid therapy. which regularly gave a good remission. 
In some patients, however, a slight increase was ob- 
served in the reticulocyte count during treatment with 
vitamin Bj. only, and it appears that, if treatment 
with this vitamin had been prolonged, it might have 
resulted in a remission. In 3 patients the anemia re- 
sponded favorably to vitamin B ,. alone. 

The author presents 3 new cases. In the first pa- 
tient. a 48-vear-old woman, treatment with diphenyl- 
hvdantoin and phenobarbital was accompanied by 
the development of megaloblastic anemia and leuko- 
penia. Withdrawal of diphenylhydantoin had no ap- 
preciable effect on the blood picture. The patient had 
ecchymoses and decreased capillary resistance. Ex- 
amination revealed ascorbic acid deficiency. After 
saturation with ascorbic acid the capillaries were no 
longer fragile, but the blood picture was the same as 
before. Therefore, the anemia could not be ascribed 
to ascorbic acid deficiency, Combined therapy with 
ascorbic acid and vitamin B ,;. produced a good hema- 
tological response. This was remarkable, because the 
serum vitamin B ;» level was normal before treatment. 
The amount of free hydrochloric acid in the gastric 
juice was also normal. This case must also be as- 
signed to the non-Addisonian group of megaloblastic 
anemias. The other 2 cases were analogous to this 
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one. Several facts speak against the diagnosis true 
Addisonian anemia in these patients, such as their 
low age, the finding of free hydrochloric acid in the 
gastric juice, and the normal concentration of vitamin 
Bj». in the serum. Routine blood examinations in 
patients treated with anticonvulsants should include 
not only determination of the hemoglobin concentra- 
tion but also a red blood cell count. 


Comparative Study of Content of Antidiuretic Princi- 
ple (ADP) in the Blood of Suckling Infants and Adults. 
M. Taubert. Arztl. Wehnschr. 12:9-11 (Jan. 4) 1957 
(In German) [Berlin]. 


Blood serums were obtained by puncture of the 
fontanels from 5 suckling infants not older than 8 
months who did not have any disturbance of water 
metabolism. Venous blood serums were obtained from 
5 healthy adults between the ages of 20 and 35 years. 
The 10 serums were subjected to high-pressure filtra- 
tion with 40 atmospheres and a colloid fine-mesh filter. 
Preliminary expriments showed that the antidiuretic 
hormone vasopressin passed into the filtrate, while 
proteins and other proteinic hormones with a higher 
molecular weight remained in the residue. The fil- 
trates then were tested with regard to their anti- 
diuretic effect) in’ mice. Results showed that the 
filtrates obtained from the blood serums of healthy 
suckling infants caused less delay in the diuresis of 
the mice than those obtained from the blood serums 
of adults. This finding suggests that less antidiuretic 
principle may be present in the serums of suckling 
infants than in those of healthy adults. It seems 
justified to assume that the smaller contents of anti- 
diuretic principle may be an auxiliary cause of the 
inferior ability of the kidneys in young infants to 
concentrate urine. The metabolism of newborn and 
suckling infants is characterized by a very large water 
exchange and by the fact that the adjustment to a 
reduced supply of fluid cannot be compensated by an 
increased renal concentration of the urine. The risk of 
exsiccosis, therefore, is great in these infants. 


Mucormycosis of the Digestive Tract. R. D. Baker, 
D. E. Bassert and E. Ferrington. A. M. A. Arch. Path. 
63:176-182 (Feb.) 1957 [Chicago]. 


The authors describe 2 cases of mucormycosis of 
the digestive tract in men aged 43 and 75 years re- 
spectively. The younger of the 2 patients had pul- 
monary tuberculosis, for which he was treated with 
isoniazid and aminosalicylic acid. A spiking fever, a 
white blood cell count of 30.400 per cubic millimeter, 
and jaundice caused withdrawal of the drugs, and the 
patient was given cortisone and tetracycline and later 
a combined preparation of streptomycin and dihydro- 
streptomycin sulfate, but died LO days later. Autopsy 
revealed extensive mucormycosis of the intestinal 
tract with focal areas of hemorrhagic necrosis in the 
terminal ileum, ileocecal valve, and proximal cecum, 
with a central area of ulceration of the necrotic 
mucosa. There was minimal mucormycosis of the 
liver and none elsewhere in the body. Apparently, 
the fungus invaded the intestinal wall from the lumen 
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and produced thrombosis of the small mesenteric 
vessels of the serosa. The fungus reached the liver by 
the portal blood stream and produced a small focus 
of infection there. Intramural hemorrhages of the in- 
testine caused by hepatic insufficiency may have been 
the first event, followed by secondary fungus infec- 
tion of devitalized tissues. The extension of the infec- 
tion to small mesenteric vessels then led to intestinal 
infarction. Death resulted from extensive intraluminal 
hemorrhage. 

The older patient had angina pectoris and had 2 
anginal attacks on the day before admission to the 
hospital. There was tenderness in the right lower 
quadrant suggesting acute appendicitis; because of 
poor renal and cardiac condition, the patient was 
treated conservatively with massive doses of anti- 
biotics. He died 12 hours after admission in uremia 
with lobular pneumonia, a complication of the in- 
testinal mucormycosis. Autopsy revealed a swollen, 
hemorrhagic, infarcted area 6 by 6 cm. in diameter in 
the cecum and ascending colon. Microscopic sections 
of the hemorrhagic lesion of the large intestine showed 
remnants of necrotic mucosa infiltrated with hyphae. 
The submucosa was edematous and necrotic and 
contained many hyphae. The smooth muscle of the 
muscularis mucosae was densely infiltrated with the 
fungus. Serosal arteries and veins contained hyphae. 
As in the first patient, the fungus apparently entered 
the wall of the cecum and ascending colon from the 
lumen. There was no hepatic damage and no jaundice. 
Thus, no predisposing disease could be defined. Pre- 
disposing conditions in the form of subacute hepatitis 
in the first patient, and cortisone and antibiotic therapy 
in both patients, may have favored the infection. The 
disease had a duration of 3 to 17 days, leading to 
death. 

The 2 new cases of mucormycosis bring the total 
of reported cases up to 5. The fungus invaded blood 
vessels in all 5 and produced thromboses and infarcts 
in some of them. The fungus in tissues consisted of 
branching, nonseptate hyphae from 3 to 20 » in width, 
similar to the organisms of cerebral and pulmonary 
mucormycosis. Though the fungus was not cultured 
in any case, Rhizopus was probably the commoner 
causative fungus, Mucor the less common. 


Adrenal Cortical Hypofunction (Addison’s Disease). 
S. Aarseth. Tidsskr. norske laegefor. 76:972-975 (Dec. 
15) 1956 (In Norwegian) [Oslo]. 


Adrenal cortical hypofunction develops when at 
least 90% of the normal adrenal cortex is destroyed 
by morbid changes. There may be a lowered adrenal 
cortical reserve for a long time without manifest 
disease. In case of stress an acute adrenal insufficiency 
or crisis develops, threatening lite. Thorn found pri- 
mary atrophy of the adrenal cortex of unknown cause 
as frequent a cause of the disease as tuberculosis. 
Loss of weight occurs in all these patients. Fall in 
blood pressure is a constant symptom, but the 
patient’s blood pressure depends on what it was be- 
for the onset. A previously hypertensive patient can 
have typical adrenal cortical hypofunction and a 
normal blood pressure. There may be clinical symp- 
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toms of hypoglycemia with relatively little fall in the 
blood sugar level. Pigmentation may assume different 
forms and need not be prominent, but the diffuse 
brown color includes parts not exposed to light and 
sun. The diagnosis can be established by registering 
the response of the adrenal cortex to adequate stimu- 
lation with corticotropin. After 1 or 2 days of control 
observations, 25 units of corticotropin in 500 ml. 
of isotonic sodium chloride solution or 5% dextrose 
solution is infused in the course of 8 hours. Normally 
an increased excretion of corticoids in the urine fol- 
lows; the excretion will not be increased in adrena! 
cortical hypofunction. 

Substitution therapy is now so effective that 
patients with this disease can live a normal life in full 
activity. One intramuscular injection of 25 mg. of a 
water-soluble suspension of microcrystals of corti- 
costerone trimethylacetate every third or fourth week 
corresponds to a daily dose of 1 mg. of desoxycorti- 
costerone acetate (DOCA) in oil. Most patients need 
cortisone for satisfactory regulation and subjective 
well-being; usually 12.5 to 37.5 mg. of cortisone is 
given in 2 doses. In intercurrent infections or in con- 
nection with operations the dose must be increased. 
To maintain fluid balance, 5 Gm. of common. salt 
daily in divided doses after meals or small doses of 
DOCA are given. If the patient has active tubercu- 
losis, the dose of cortisone must be kept as low as 
possible, with correspondingly higher doses of salt or 
DOCA, and treatment should be given with combined 
streptomycin and isoniazid. Acute adrenal crisis in 
stress situations hangs like the sword of Damocles 
over the patient with this disease. The principles for 
treatment of acute insufficiency are administration of 
adrenal cortical hormone in large doses, with sufficient 
electrolyte solution, plasma, or whole blood to coun- 
teract dehydration and shock. and control and preven- 
tion of hypoglycemia. 


Problems in the Management of Ulcerative Colitis, 
with Particular Reference to ACTH and the Adrenal 
Steroids. M. Sklar, J. B. Kirsner and W. L. Palmer. 
Ann. Int. Med. 46:1-20 (Jan.) 1957 [Lancaster, Pa.}. 


Sklar and associates present 6 patients whose clini- 
cal histories illustrate the role of corticotropin 
(ACTH) or the corticosteroids in the therapy of ulcer- 
ative colitis. Aqueous corticotropin appears to be the 
hormone of choice, but hydrocortisone and the newer 
analogues often are successful when employed initi- 
ally, and are extremely valuable for prolonged main- 
tenance therapy. They are also useful substitutes for 
corticotropin when edema, hypertension, or electro- 
lyte disturbance develop after an initially satisfactory 
response to corticotropin. Corticotropin gel has not 
been so reliable as the aqueous preparation. Respon- 
siveness may decrease with successive courses ot 
corticotherapy. It is difficult to predict the optimal 
duration of steroid therapy in patients with ulcerative 
colitis, but in many cases therapy has to be continued 
for months and years. 

Of the various untoward effects associated with pro- 
longed adrenal hormone administration, the Cushing- 
like changes in appearance are of minor importance 
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in that they can usually be controlled at least partially 
by a decrease in dosage. Edema and hypertension 
may be troublesome, but both may be minimized by 
restriction of salt intake, decrease in the dose of cor- 
ticotropin, or substitution of prednisone or predniso- 
lone. Because of the irritating effect of potassium salts 
given orally on the gastrointestinal tract, hypokalemic 
alkalosis is a more common and therapeutically more 
complex problem in ulcerative colitis than in patients 
able to tolerate such salts. Giving potassium intra- 
venously to the point of repletion is recommended in 
the hospitalized patient. Potassium chloride given by 
mouth may be risked in the ambulatory patient. The 
newer steroid analogues are less likely to produce 
electrolyte imbalance. Psychosis, while not common. 
is a serious complication of corticotherapy. Reduction 
in dosage and the use of sedatives, including the tran- 
quilizing agents, are indicated at the earliest sign of 
disturbed behavior. A frankly psychotic break necessi- 
tates withdrawl of hormone therapy. Fortunately, 
exacerbation of the colitis does not usually occur 
under these circumstances. Disseminated infection is 
the least common of the untoward effects. Intensive 
antibiotic therapy is indicated: Administration of the 
corticoids should be continued to protect the patient 
against adrenal failure and to maintain control of the 
ulcerative. colitis. 


SURGERY 


Experiences in the Surgical Management of Intra- 
cranial Suppuration. E. $8. Gurdjian and J. E. Webster. 
Surg. Gynec. & Obst. 104:205-214 (Feb.) 1957 [Chi- 
cago]. 


Forty-five patients with epidural, subdural, and 
brain abscesses have been treated on the neurosur- 
gical services of Wayne University, Detroit, during 
the past 12 years. The last of several previous reports 
on this material summarized observations on 23 pa- 
tients. This paper is concerned chiefly with the last 
22 patients, who were observed since 1950, and it 
also compares the 2 groups. The last 22 patients in- 
cluded 6 with subdural empyema, 1 with epidural 
abscess, 1 with cortical ulceration with subdural sup- 
puration, and 14 with intracerebral abscesses. One of 
these patients had multiple abscesses. He died, and 
autopsy showed 12 or more areas of suppuration in 
the cranial cavity. After the diagnosis and localization 
of an intracranial suppurative lesion have been estab- 
lished, bur-hole evacuation of the purulent collection 
and instillation of penicillin are employed. In epidural 
and subdural collections this method may suffice. In 
intraparenchymatous collections, repeated taps and 
penicillin instillation may result in complete collapse 
of the purulent cavity. This may be noted in survey 
roentgen studies by the position of the thorotrast in- 
jected into the abscess. The abscess wall stained with 
thorotrast eventually contracts into a bolus of scar 
with complete obliteration of the cavity. 

Among the patients who do not improve satisfacto- 
rily, a second step in treatment consists of an excision 
of the mass through an appropriate bone flap. The 
possibility that there may be a second abscess in the 
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vicinity of the first should be kept in mind in such 
cases. This was true in 2 patients of the series. Multi- 
ple abscesses still pose a difficult therapeutic problem 
in that they represent a majority of the failures in 
surgical management. With present-day management, 
when a purulent collection has been identified there 
is an 80% likelihood of a successful outcome by sur- 
gical removal. Among the 9 deaths in the entire series 
(5 in the first group of 23 and 4 in the second group 
of 22), 3 were due to multiple metastatic abscesses. 
Other sequelae of brain abscess include epilepsy, 
mental disorders, and focal abnormalities such as 
aphasia, homonymous hemianopsia, hemiplegia or 
hemiparesis, and sensory abnormalities. Epilepsy is 
the most frequent of the complications, and in patients 
with a subdural abscess postoperative convulsive dis- 
orders are likely to develop in over 60%. 


The Practical Management of Cardiac Arrest. W. C. 
Bigelow, R. O. Heimbecker and G. Thrusler. Canad. 
M. A. J. 76:86-97 (Jan. 15) 1957 [Toronto]. 


The term “cardiac arrest” refers to arrest of the 
circulation under circumstances: ventricular 
fibrillation, and cardiac standstill. In standstill, the 
heart is motionless and there is no electrical activity 
to be seen on the electrocardiogram. In ventricular 
fibrillation, due to the asynchronous contraction of 
groups of muscle fibers the heart exhibits a writhing, 
squirming action, which is represented by an_ ir- 
regular, continuous wave motion in the electrocardio- 
gram. In neither of these conditions does the heart 
expel blood, and thus the circulation is completely 
arrested. The authors analyzed 34 cases of cardiac 
arrest that occurred in the course of 600 heart opera- 
tions. The group included 26 patients with ventricular 
fibrillation, of whom 8 died in the operating room, 9 
died 1 hour to 10 days after the operation, and 9 
survived. Electrical defibrillation caused each of these 
hearts to revert to temporary standstill at least once. 
In the 8 patients who had cardiac standstill rather 
than fibrillation there were no operative deaths, but 
there were 5 late deaths. The high incidence of re- 
covery in ventricular fibrillation is attributed to the 
prompt use of the electrical defibrillator. 

Effective electrical defibrillation requires the ap- 
plication of the correct shocking current. A current of 
over 1.7 amp. is required and a voltage of 170 to 220. 
There should be a device to ensure that the length of 
exposure to this electrical current does not exceed 0.3 
second. Electric current from a wall outlet will in 
most cases prove inadequate. Suitable defibrillators 
are available commercially, but the stimulator is of 
little use surgically. The defibrillator electrodes 
should be moistened with isotonic sodium chloride 
solution and should be applied firmly to the heart, 
with as broad a contact surface as possible. One of 
the electrodes, preferably posteriorly placed, should 
extend close to the apex, since this is the most difficult 
area to defibrillate. By means of a foot control, 1 
shock should be passed through the heart. In about 
4 seconds it is possible to decide whether the heart 
has been defibrillated, and if 1 shock does not ac- 
complish this it should be followed immediately by a 
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series of 3 to 5 shocks in rapid succession. Then the 
electrodes should be removed and the heart observed. 
If normal expulsive beats do not return, cardiac mas- 
sage should be started again, and once the muscle 
tone has reached its maximum the defibrillation 
should be repeated. When a heart in standstill com- 
mences to beat as a result of massage, it does not 
necessarily mean that the contractions are adequate 
to maintain circulation. This should be assessed by 
blood pressure reading and by the size of the pupils. 
The authors believe that the important underlying 
factor in most cases of cardiac arrest is hypoxia. The 
essential danger lies in the inability of the anesthetist 
and surgeon to recognize these minor but significant 
degrees of oxygen lack. 


The Use of Tracheotomy in the Burned Patient. T. G. 
Nelson, R. D. Pillsbury and W. F. Bowers. Surg. 
Gynec. & Obst. 104: 163-166 (Feb.) 1957 [Chicago]. 


Tracheotomy was performed in 64 of 1,000 patients 
who were hospitalized for burns at Brooke Army 
Hospital, Fort Sam Houston, Texas. These 64 pa- 
tients represent some of the more seriously burned 
patients evacuated to this center. There were 80 
deaths in the 1,000 burned patients, and, of these 
deaths, 37 occurred in this group of 64 patients. In 
those who died, an average of 60% of the body surface 
had been burned. At first, tracheotomy was carried out 
chiefly to treat established respiratory obstruction. As 
more experience was gained, the operation was used 
chiefly as a prophylactic measure, especially in pa- 
tients with deep facial burns. Although many patients 
presented more than one indication for performing 
tracheotomy, the basic or underlying reasons for the 
operation were of 3 types: to prevent or treat me- 
chanical airway obstruction, to avoid asphaxia from 
retained secretions, and to facilitate the administra- 
tion of anesthesia. Eight of the 64 patients had respi- 
ratory embarrassment at the time of tracheotomy. 

The incidence of avoidable complications associ- 
ated with tracheotomy is sufficient to warrant careful 
attention to every aspect of technique and after-care. 
Particular attention should be given to the size and 
fit of the cannula, to humidification of inspired air, and 
to proper aspiration of tracheobronchial secretions. 
One important step in increasing the ease of all 
aspects of after-care is the use of the technique of 
tracheotomy in which a portion of the anterior 
tracheal wall is excised. This technique provides a 
safer airway in case the tracheotomy tube is dis- 
lodged or if it needs to be replaced with another 
cannula, a bronchoscope, or an endotracheal tube. 


Reflux Esophagitis. H. W. Hale and T. Drapanas. Am. 
J. Surg. 93:228-233 (Feb.) 1957 [New York]. 


In a series of 102 patients with reflux esophagitis 
resulting from diffuse inflammatory erosion, ulcera- 
tion, and scarring produced by prolonged reflux of 
gastric juice in the presence of an incompetent cardio- 
esophageal sphincter and frequently associated with 
hiatus hernia, the most frequent symptoms were re- 
gurgitation of food, heartburn, retrosternal distress, 
dysphagia, and nervousness, Hemorrhage was a promi- 
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nent feature in 8 patients. Severe obstructive symp- 
toms were noted in 21. Endoscopic examination re- 
vealed evidence of esophagitis in several patients with 
bizarre or minimal symptoms. Esophagoscopy was an 
important diagnostic tool in these patients. Congeni- 
tally short esophagus was found in 2 patients, 1 a 
newborn infant with an active peptic ulcer and the 
other a 4l-year-vld woman with symptoms present 
since early childhood. Peptic duodenal ulcers were 
found in 40 patients, and impressively high free 
hydrochloric acid values were present in the gastric 
juice of many patients. 

Reflux esophagitis is a serious problem attended by 
a high incidence of crippling sequelae. It demands 
carefully planned treatment to prevent the more 
serious complications. All patients with early esoph- 
agitis and those with a mild or moderate degree of 
the disease should be given a trial of medical therapy 
consisting essentially of an ulcer regimen including 
antacids, antispasmodics, bland diet, and sedatives, if 
necessary. Along with this program, esophageal dilata- 
tion may be indicated for mild esophageal obstruction 
due to edema and spasm of the lower esophagus. 
Surgical measures are in order when destruction of 
the mucosa has occurred with progressive fibrotic 
stenosis and particularly when control of symptoms 
by medical means has been inadequate. 

Sixty operations were performed, and a few pa- 
tients underwent more than one procedure. Gastric 
resection and repair of hiatal hernia was performed 
on 14 patients; repair of hiatal hernia as the sole pro- 
cedure was carried out in 9 with minimal or early 
esophagitis, but 2 of these required further operation 
1 vear later. Repair of the hiatal hernia, if present, 
should be performed routinely in all patients in whom 
gastric surgery is being considered for peptic disease. 
Vagotomy, pvloroplasty, and repair of hiatal hernia 
was performed in 8 patients; vagotomy, gastroen- 
terostomy, and repair of hiatal hernia in 7; gastrec- 
tomy only in 3; esophagoplasty for stricture in 6; and 
resection of esophageal stricture combined with 
proximal gastrectomy, esophagogastrostomy, and _ py- 
loroplasty in 8 and combined with total gastrectomy 
and esophagojejunostomy in 5. Although the opera- 
tive group is too small for statistical study, the authors 
believe that repair of a sliding hiatal hernia in pa- 
tients with reflux esophagitis unrelieved by conserva- 
tive therapy should be combined with subtotal gastric 
resection. Subtotal gastrectomy is the procedure of 
choice in patients with coexistent duodenal or gastric 
ulcer. It would seem to be the most feasible operation 
in patients without hiatal hernia who are inadequately 
controlled by medical measures. 


Surgical Therapy for Cholecystitis: Observations 
Based on a Review of 417 Cases. C. D. Knight, B. 
Johns and J. A. Hendrick. Am. Surgeon 22:1137-1148 
(Dec.) 1956 [Baltimore]. 


Of 417 patients (SO men and 337 women) who were 
operated on for disease of the gallbladder, 122 were 
aged 60 years or over and 295 were aged 59 years or 
less. Cholecystectomy was performed in 106 (86%) of 
the 122 patients and in 290 (98%) of the 295 patients. 
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Cholecystostomy was the most common alternative 
procedure used. Exploration of the common duct was 
performed for the usual indications, and this resulted 
in a choledochotomy rate of 23.9% for the total num- 
ber of patients. Common duct stones were removed 
from 52 (12.4%) of the 417 patients. The incidence of 
choledocholithiasis was 22% in the older patients 
compared to 8% in the younger patients. Three of the 
417 patients died, a case fatality rate of 0.7%. All the 
deaths occurred in the older group, i. e., a case fatality 
rate of 2.4% in this group and of zero in the younger 
group. The use of antibiotics apparently had little 
effect on the incidence of complications and on the 
hospital course of the patients. Antibiotics should be 
used for specific indications only and not routinely. 

Comparison of the clinical and pathological findings 
in the 2 age groups revealed an increased incidence 
of jaundice, unrelated pathological processes, im- 
paired liver function, acute cholecystitis, carcinoma, 
and choledocholithiasis and an increased complication 
and case fatality rate in the older patients. Every 
effort should be made to operate on patients with 
cholecystitis before the occurrence of complications, 
because they are associated with an increase in the 
case fatality rate. 


Cardiospasm (Achalasia of the Cardia), A. M. Olsen, 
F. H. Ellis and B. Creamer. Am. J. Surg. 93:299-307 
(Feb.) 1957 [New York]. 


Achalasia of the cardia is a disturbance of eso- 
phageal motility characterized by feeble or absent 
peristalsis and failure of the sphincter to be open at 
the cardia. The cause is not known, but when the 
disease is clinically recognizable it is not a psychoso- 
matic disorder. The diagnosis is suspected when char- 
acteristic symptoms are presented. It may be sub- 
stantiated by roentgenologic studies and endoscopic 
means, especially by the passage of a blunt olive- 
tipped bougie over a previously swallowed thread. 
Physiological methods that measures esophageal pres- 
sures are now available for exact diagnosis of achala- 
sia. Records of motility after injection of metha- 
choline (Mecholyl) chloride offer further proof of the 
diagnosis. 

The object of treatment in patients with cardio- 
spasm is to obtain long-lasting or permanent relief. 
Such results can be obtained with a single course of 
hydrostatic dilation in 60% of the patients and may 
be ultimately achieved after 2 or more courses in 80%. 
Hydrostatic dilation is a drastic method of treatment 
that is not without hazard, yet is much preferable to 
half-hearted dilatation with bougies, soft rubber tubes, 
or mercury-weighted balloons. During the course of 
such inadequate therapy, progressive dilatation of 
the viscus may take place and valuable time may be 
lost. The use of a previously swallowed thread, not 
only for safety but also for proper placement of the 
hydrostatic bag, deserves reemphasis. The success of 
treatment cannot be entirely correlated with the size 
of the esophagus, but, in general, results of treatment 
are less satisfactory when the condition is advanced. 
This statement applies to both endoscopic and sur- 
gical methods of treatment. It is unfair to the patient 
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and surgeon to continue with dilation when results 
are poor and the condition progressive. Thus, if dys- 
phagia is not promptly and completely relieved, sur- 
gical treatment should be undertaken. Also, if dys- 
phagia recurs within weeks or months after satisfac- 
tory hydrostatic dilation, surgical treatment should 
be seriously considered. 

A properly performed Heller operation probably 
offers as much to the patient as does hydrostatic dila- 
tion, and the risk of complication is probably less. The 
selection of treatment for the individual patient de- 
pends on many factors, including the personal prefer- 
ence of the patient on the one hand and of the 
physician on the other. Perhaps the more advanced 
condition is best managed by esophagomyotomy. It 
is usually wise to use dilation for early lesions, espe- 
cially when pain is prominent. The usual patient can 
be treated either by dilation or operation. Surgery is 
used in many patients if dilation is not satisfactory. 


Nutritional Problems After Total Gastrectomy. J. A. 
Halsted, J. D. Briggs and M. Gasster. New York J. 
Med. 57:223-231 (Jan. 15) 1957 [New York]. 


Seventeen men between the ages of 26 and 64 
years were subjected to total gastrectomy at the 
Wadsworth Veterans Administration Hospital in Los 
Angeles between 1947 and 1955. The operation was 
performed for carcinoma in 12 patients, for corrosive 
gastritis in 1, for lymphoma in 3, and for benign ulcer 
in 1. The patients were followed up for from 6 months 
to 9 years and were examined at frequent intervals. 
Loss of body weight averaged twice as much in the 
patients with end-to-side esophagojejunostomy as in 
those in whom esophageal-duodenal continuity was 
maintained by using a jejunal transplant, which also 
acted as a “substitute stomach.” Increased quantities 
of fecal fat were observed on gross examination and 
fat stain in all patients in whom observations were 
made from this standpoint. Metabolic studies by the 
intake-excretion fat balance method in 3. patients 
showed that fat absorption was markedly impaired. 
Each patient excreted 30% or more of ingested fat. 
Fat absorption improved markedly 10 months after 
the operation in 1 of these patients who had a “sub- 
stitute stomach” constructed from a jejunal trans- 
plant. Abnormal amounts of fecal nitrogen were found 
in each of the 3 patients. Twelve of the 17 patients 
had either a hematocrit of less than 40, a hemoglobin 
level of less than 14 Gm. per 100 cc., or both. None 
of these patients had clinical evidence of blood loss 
during the period of study. It may therefore be pre- 
sumed that an absorption defect for iron may exist 
after gastrectomy, causing mild hypochromic and 
microcytic anemia. Only 1 patient had a megaloblastic- 
macrocytic anemia caused by vitamin B ,» deficiency. 

Therapeutic considerations in combating malnutri- 
tion after total gastrectomy involve establishment of 
esophagoduodenal continuity by use of a jejunal trans- 
plant. Patients should take small, frequent feedings 
high in calories, fat, and protein, with avoidance of 
concentrated carbohydrates. Iron deficiency can be 
successfully treated with administration of ferrous 
sulfate, which should be given preferably at night 


MEDICAL LITERATURE ABSTRACTS 1399 


when the patient is lying down and in liquid rather 
than tablet form. Patients with a total gastrectomy 
are unable to absorb vitamin B ,. from food sources 
and should be given vitamin B ,;» parenterally in doses 
of 30 to 50 mcg. once a month to prevent megalo- 
blastic anemia. 


Further Observations on the Endocrine Aspects of 
Argentaffinoma. A. N. Smith, L. M. Nyhus, C. E. 
Dalgliesh and others. Scottish M. J. 2:24-38 (Jan.) 
1957 [Glasgow]. 


The authors recently reviewed the literature on the 
secretion of 5-hydroxytryptamine (5-HT) by argen- 
taffinomas, described 5 patients showing the associ- 
ated syndrome, and demonstrated the value of the 
estimation of urinary 5-hydroxyindole-acetic acid 
(5-HIAA) in the diagnosis. The present paper de- 
scribes the results of further investigations, and, in 
addition to the 5 originally studied, 2 further cases 
are presented. The 5 patients previously reported all 
had secreting ileal argentaffinomas with regional or 
hepatic metastases showing some or all of the syn- 
drome associated with this condition, namely, cya- 
nosis with flushing, abdominal colic, diarrhea, and pul- 
monary stenosis. The first of the 2 new patients 
presented was a 50-year-old woman, who was seen 
at the outpatient department of a Glasgow hospital 
in October, 1953, complaining of anorexia, nausea, 
and facial flushing. There was weight loss and a 
rounded mass in the left upper abdominal quadrant. 
At laparotomy the liver was seen to be grossly en- 
larged due to a massive yellow-white tumor and 
numerous smaller but similar tumors. No primary 
tumor was found, and a biopsy of the liver revealed 
an anaplastic carcinoma. In December, 1954, a roent- 
genogram showed a metastasis in the humerus. A year 
later, when the patient was in the hospital because 
of a fracture, a diagnosis of metastasizing carcinoid 
was suggested. The urinary 5-HIAA was shown to be 
160 mg. per 24 hours, and the whole-blood 5-HT con- 
tent was 0.48 mcg. per milliliter. A biopsy specimen 
of the metastasis in the humerus was taken, and it 
was shown to contain 4 mg. 5-HT per gram of wet 
tissue. 

The second patient, a 58-year-old man, complained 
of cough with shortness of breath and attacks of flush- 
ing. The latter were noticed particularly after break- 
fast, but came on at any time during the day and 
occasionally at night. They gradually increased in 
frequency, and, during the 3 months before his death, 
he had from 6 to 12 flushes per day. Observation re- 
vealed minor flushes that the patient did not notice. 
The diagnosis of a carcinoid of the ileum with meta- 
stases to the liver was made by demonstration of an 
excess of 5-HIAA in the urine. Daily tests over a 
period of weeks revealed that it varied between 200 
and 300 mg. per 24 hours. Autopsy revealed 4 yellow 
primary sessile carcinoid tumors on the antimesenteric 
border of the ileum. Various studies carried out were 
concerned with the metabolism of 5-HT in relation to 
tryptophan and nicotinic acid. It was found that 
5-HIAA excretion is moderately affected by the level 
of tryptophan intake. A restricted intake combined 
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with the excessive tumor requirements may give rise 
to tryptophan or nicotinic acid deficiency. Urinary 
output was reduced on 2 occasions to about 800 ml. 
daily. The reaction of intradermal injection of 5-HT 
is irregular, and in 2 patients at least sensitivity ap- 
peared to be greater than normal. In a patient with 
renal metastases, the urine contained 5-HT in large 
amount and 5-hydroxytryptophan. 


The Results of Subtotal Colectomy and Ileoproctos- 
tomy in the Treatment of Chronic Ulcerative Colitis. 
C. W. Mayo and C. W. Broders. Surg. Gynec. & Obst. 
104:180-182 (Feb.) 1957 [Chicago]. 


Although it is generally agreed that the surgical 
treatment of chronic ulcerative colitis should consist 
of total colectomy and creation of a permanent ileac 
stoma, there have been scattered reports of gratifying 
results following subtotal colectomy and ileoproctos- 
tomy. The case records of all patients with chronic 
ulcerative colitis who were treated at the Mayo Clinic 
by subtotal colectomy and ileoproctostomy through 
1953 were studied. A total of 30 cases were found to 
be suitable for evaluation. The indications for surgical 
intervention were as follows: stricture of the colon, 10 
cases; polyposis, 10 cases; intractable disease, 7 cases; 
perforation into the urinary bladder, 1 case; colonic 
fistulas, 2 cases; and possible malignant change in the 
colon, 4 cases. There were 2 or more of these indica- 
tions for operation in 4 cases. All patients underwent 
sigmoidoscopic examinations before operation. Eight 
patients had no evidence of chronic ulcerative colitis 
in the rectum. Of the remaining 22 patients, 2 had 
pseudopolyps of the rectum, 6 had anal fissures or 
rectal fistulas, 1 had a small rectal stricture only, and 
13 had involvement ranging from anal scarring to 
active ulcerative proctitis characterized by granular, 
punctate bleeding mucosa and ulcers. Twenty-five of 
the 30 patients were either examined at the clinic or 
traced by questionnaire and their condition evaluated. 
One of the 25 patients had died and 2 of the patients 
had had permanent ileac stomas established since 
operation. There remained 22 patients whose post- 
operative clinical course could be studied in detail. 

Twenty-one of the 22 patients had gained weight 
after the operation. Twenty patients said they were 
fully active and had been able to carry on full-time 
jobs or household duties. Indeed, 3 of these patients 
said they were pregnant then, 2 of them having al- 
ready had an uncomplicated pregnancy after opera- 
tion. Two patients reported that they could engage in 
only moderate activity. Twenty patients had bowel 
control, while 2 had slight rectal incontinence that 
required the wearing of a perineal pad. Inquiries 
about complications revealed that 1 patient had a 
recurrently draining enterocutaneous fistula, 4 had had 
rectal polyps fulgurated either at this clinic or else- 
where, 1 patient had had a rectal fistula removed, 1 
had an anal fissure, 1 had undergone temporary 
ileostomy for intestinal obstruction but the stoma 
later was closed, and 2 had had obstruction of the 
small intestine from adhesions that required surgical 
intervention. The authors conclude that there are 
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instances, although rare, in which abdominal colec- 
tomy with ileoproctostomy is a justifiable procedure 
for ulcerative colitis. 


Complications of Aortography. E. $. Crawford, A. C. 
Beall, J. H. Moyer and M. E. De Bakey. Surg. Gynec. 
& Obst. 104:129-141 (Feb.) 1957 [Chicago]. 


Experiences in 300 aortographies carried out by the 
authors themselves and a review of the literature re- 
vealed the following complications: pain, hemorrhage, 
thrombosis and embolism, renal insufficiency, neuro- 
logical changes, allergic reactions, and other systemic 
disturbances that may be related to the use of general 
anesthesia. Although the incidence of these compli- 
cations is relatively small, some may produce perma- 
nent disability and even fatal consequences. Analysis 
of this material along with certain experimental ob- 
servations suggests that in most instances the factors 
responsible for these complications are errors in selec- 
tion of the patient, in the choice and the dosage of 
contrast medium, and in the technique of injection. 
Since these are controllable variables, most of these 
complications should be preventable. As regards the 
selection of patients, it is suggested that aortography 
is generally not necessary in the majority of patients 
with aneurysm of the abdominal aorta or in those with 
complete occlusion of the aorta. It is especially useful 
in patients with incomplete aortic occlusion and in 
the few patients in whom the diagnosis remains doubt- 
ful. If the majority of patients with aneurysms and 
occlusive disease of the abdominal aorta are excluded 
from aortography, the frequency of this diagnostic 
intervention will be reduced by about two-thirds, and 
there will be a commensurable reduction in the occur- 
rence of complications. 

Multiple aortic puncture and extravasation were re- 
sponsible for the cases of hemorrhage and trouble- 
some pain. Kidney damage was associated with direct 
injection of the renal artery, with use of inorganic 
iodide compounds, or with injection of excessive con- 
trast medium. Other miscellaneous complications ap- 
peared to result from lack of technical precision or 
use of inorganic iodide. To avoid these complications 
the aorta should be pierced only once, well above its 
major abdominal branches, and only 15 to 25 ce. of 
an organic form of iodide should be injected after a 
preliminary roentgenogram has been made following 
injection of 5 cc. of the medium to ascertain accurate- 
ly the position of the needle. 


NEUROLOGY & PSYCHIATRY 


Second Attack of Poliomyelitis. 1. H. Dagulf. Nord. 
med. 56:1814-1818 (Dec. 20) 1956 (In Swedish) 
[Stockholm]. 


Dagulf found 9 cases of second attack of polio- 
myelitis reported from Scandinavia, including 2 from 
Norway and 1 from Denmark, with an interval of 
5 to 29 years between the attacks. One patient died. 
During the 1953 poliomyelitis epidemic in Sweden, 
when there were 4,945 cases, 3,344 of them paralytic, 
paralytic poliomyelitis occurred for the second time 
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in 8 patients, 6 males and 2 females, aged 11 to 43 
years at the time of the second attack. The interval 
between the attacks was from 3 to 21 years. With 
these cases, medical literature now records 71 cases 
of reinfection with paralytic poliomyelitis. There were 
9 deaths. The 1953 epidemic in Sweden was due to 
Brunhilde infection and the second attack in the 8 
patients was ascribed to type I. 


PEDIATRICS 


The Causes of Congenital Myxedema and the Gene- 
tic Factor in Thyroid Diseases. M. Bernheim, M. Ber- 
ger, R. Uzan and J. Chambron. Semaine hdép. Paris 
32:4104-4113 (Dec. 26) 1956. (In French) [Paris]. 


The families of 50 children with congenital myxe- 
dema were studied to see whether there was a genetic 
factor in the origin of the disease. The authors found 
that in the brothers of such children there was an 
abnormally high mortality rate during the first year 
of life. Myxedematous children had a higher birth 
weight than normal infants. The proportion of simple 
and exophthalmic goiter was significantly higher in 
the families of the myxedematous children than in 
a reference group. The clinically normal fathers, 
mothers, sisters, and brothers of such children gave 
laboratory evidence of anomalous thyroid function 
in the form of a significant elevation of average fixa- 
tion of radioactive iodine per 24 hours. These results 
lead to the hypothesis that children with congenital 
myxedema are homozygotes with respect to the ab- 
normal gene and that heterozygotes with respect to 
this gene develop simple goiter or other less evident 
forms of thyroid malfunction. 


Congenital Hyperthyroidism. I. C. Lewis and A. G. 
Macgregor. Lancet 1:14-16 (Jan. 5) 1957 [London]. 


The authors report an infant with true congenital 
hyperthyroidism. The child’s mother, a woman of 25, 
had 3 normal children, the 3rd being born in Feb- 
ruary, 1954. At the end of the same year she de- 
veloped symptoms of hyperthyroidism. Partial thy- 
roidectomy was performed in February, 1955, She 
apparently made a satisfactory recovery and, for 
about 9 months, felt well. Her child, a boy, was born 
on Jan. 19, 1956. The midwife noted that the baby 
was limp and cyanosed and had bulging eyes. On the 
day before admission his mother noted that he was 
easily startled and always moving. She also thought 
that his eyes were rather wide and staring. He 
sweated freely. The family physician referred him to 
the hospital on Feb. 11 because of enlargement of his 
thyroid gland and failure to gain weight. The child 
was treated with iodide for 10 days and with car- 
bimazole until the age of 3 months. Striking clinical 
improvement coincided with the onset of treatment. 
After treatment was stopped, his subsequent progress 
was satisfactory and normal. It is believed that con- 
genital hyperthyroidism is due to transplacental pas- 
sage of maternal thyrotropic hormone and that the 
resulting hyperthyroidism in the infant is normally 
self-limiting. 
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Treatment of Diphtheria with Penicillin Alone. A. 
Akkoyunlu. Arch. frang. pédiat. 13:1065-1068 (No. 
10) 1956 (In French) [Paris]. 


Twenty-three children with laryngeal diphtheria 
and 25 with pharyngneal diphtheria were given in- 
jections of 500,000 units of crystalline penicillin and 
in addition cardiac stimulants, vitamins B and C, and 
cortical steroids. They did not receive antidiphtheritic 
serum. Thirteen of the 23 patients with laryngeal 
diphtheria were hospitalized for an average of 6% 
days and recovered without tracheotomy. The other 
10 underwent tracheotomy and were hospitalized for 
an average of 10% days. Most of the patients were 
young children and had such complications as bron- 
chopneumonia and atelectasis. All recovered, and not a 
single case of paralysis was observed. The 25 patients 
with pharyngeal diphtheria made an uneventful re- 
covery, with the exception of 2, 1 of whom had myo- 
carditis and 1 of whom had bronchopneumonia; both 
died. Cultures became negative within 1% days; the 
enlarged lymph nodes became normal within 4% 
days; the temperature was restored to normal within 
2 days; and the pseudomembranes disappeared within 
3 days. The patients were hospitalized for an average 
of 8 days. 

The results obtained in these 2 groups of patients 
were compared with those in 43 patients with laryn- 
geal diphtheria and in a group of patients with 
pharyngeal diphtheria who were treated with penicil- 
lin combined with antidiphtheritic serum. Twenty- 
four (55.7%) of the 43 patients had a tracheotomy 
performed as compared to 10 (43.4%) of the 23 pa- 
tients treated with penicillin alone. Serum sickness 
occurred in 15 of the 43 patients; 2 had paralysis of 
the palate, 1 had paralysis of the peripheral nerves in 
the extremities, and 4 died. The proportion of pa- 
tients who had serum sickness in the group with 
laryngeal diphtheria was similar to that in the group 
with pharyngeal diphtheria. 

The effectiveness of the penicillin was manifested 
principally by its bactericidal action, i. e., destroying 
the Corynebacterium diphtheriae rapidly and arresting 
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effect on the toxin. The mortality rate of the patients 
treated with penicillin alone does not exceed that of 
patients who are given combined treatment with 
penicillin and antidiphtheritic serum. Administration 
of antidiphtheritic serum could not have prevented 
the death of the 2 patients with pharyngeal diphtheria 
treated with penicillin alone. Penicillin prevents the 
occurrence of paralysis. The shortness of hospitaliza- 
tion and of treatment of the carriers of C. diphtheriae 
with penicillin is of great significance with regard to 
contagion. Penicillin is effective in the treatment of 
diphtheria and has several advantages as compared 
with antidiphtheritic serum. The allergenic action of 
penicillin is insignificant. Administration of penicillin 
may be repeated without the risk of anaphylactic 
shock and may, therefore, be preferred in patients 
who have received any type of serum therapy pre- 
viously. Idiosyncrasy to penicillin does not exist. Pa- 
tients with disorders of the liver, the kidneys, and the 
heart, in whom serum therapy is contraindicated, 
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tolerate penicillin well. Penicillin is less expensive. 
The author is convinced, however, that penicillin 
should be combined with antidiphtheritic immuni- 
zation. 


Nutritional Management of Allergic Reactions to 
Cow’s Milk. S. Kane. Am. Pract. & Digest. Treat. 
§:65-69 (Jan.) 1957 [Philadelphia]. 


The extensive substitution of cow’s for human 
breast milk has apparently led to a_ significant 
increase in the incidence of allergy to cow's milk. 
Food allergies probably result from the passage of 
intact protein through the sieve-like meshes of the 
intestinal mucosa, with resultant formation of anti- 
bodies to the protein. Subsequent passage of the 
same protein through the wall of the intestinal tract 
causes the various clinical manifestations of allergy. 
Apparently, the intestinal tract of the young infant 
is more permeable to intact protein than is the in- 
testinal tract of older children and adults. The pre- 
vention and treatment of food allergies is mainly that 
of environmental control, namely, removal of the 
offending agent from the environment. Thus, if an 
infant is allergic to cow's milk protein, cows milk 
should be removed from the diet. Soybean protein 
is an adequate substitute from the nutritional stand- 
point for cow’s milk protein. 

A group of 102 infants with clinically diagnosed 
disorders due to cow's milk allergy were placed on a 
liquid soybean formula and followed for periods 
varying from 3 to 36 months. Growth and nutrition 
were normal or above normal in all patients. Of 76 
infants with eczema, all but one showed improvement 
of their skin lesion, and, of the 62 infants with non- 
dermatological findings, 53 improved. The soybean 
formula was well accepted by both the infants and 
their mothers. The stools were normal and were not 
staining, loose, or malodorous. “Weaning” to fluid 
whole cow's milk was started at the 6th month and 
completed by the ninth. Weaning at this time was 
successful in 92 of the 102 patients without recur- 
rence of symptoms. ° 


Obesity in Childhood and Adolescence. RK. H. Hoft- 
man. Am. J. Clin. Nutrition 5:1-10 (Jan.-Feb.) 1957 
[New York]. 


Hoffman reports on 30 obese bovs and 30 obese 
girls. The average age of the boys was 11.1 years, 
the average weight 136.5 lb. (61.9 kg.), and the aver- 
age excess weight 43.6 lb. (19.75 kg.). The average age 
of the girls was 12.2 years, the average weight 141.6 
lb. (64.2 kg.), and the average excess weight 40.8 lb. 
(18.5 kg.). Before treatment was begun, each patient 
was given a general medical examination. Roent- 
genographic studies were made to determine the de- 
gree of bone development, epiphyseal maturation, 
and the characteristics of the sella turcica and parana- 
sal sinuses. Laboratory studies included a complete 
blood cell count, determination of the sedimentation 
rate, serologic test for syphilis, urinalysis, and blood 
cholesterol level determination. Some patients evi- 
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denced endocrine abnormalities that did not, how- 
ever, appreciably interfere with the success of the re- 
ducing regimen. 

After interviews designed to provide motivation 
for weight reduction, the patients were put on a diet 
especially prepared to cope with individual food ec- 
centricities without unduly compromising the pur- 
pose of the regimen. The diet most frequently used 
was high in protein (108 to 150 Gm.), low in fat (29 
to 55 Gm.), and moderately low in carbohydrates (81 
to 93 Gm.). The total caloric value varied from 1,025 
to 1,310 calories a day. The basic foods were ar- 
ranged to avoid the taking of rapidly absorbable car- 
bohydrates at any time other than the evening meal. 
Various gelatin desserts, in addition to fruit, were the 
most satisfactory substitutes for sweets. Anorexi- 
genic drugs were almost always prescribed, in the 
belief that the patient who is not hungry will be less 
likely to deviate from the diet plan. Dextro ampheta- 
mine (Dexedrine) sulfate was found to be a suitable 
drug. A combination of dextro amphetamine sulfate 
with a small amount of amobarbital seemed more 
satisfactory in a few patients who had excessive stim- 
ulation from the amphetamine alone. The dose varied 
from 2.5 mg. twice a day to 7.5 mg. 3 times daily. 
Thyroid extract was given to some patients for the 
treatment of hypothyroidism but not for weight re- 
duction. It was necessary to reduce the salt intake 
in a few older patients, particularly in those with 
signs of increased androgen production. Regular fol- 
low-up visits were encouraged. The average length 
of treatment to the point of maximum weight loss was 
4 months. 

At the end of this time, the boys’ average indi- 
vidual weight had dropped to 117 lb. (53.1 kg.), an 
average loss of 19.5 lb. (8.8 kg.). The girls’ average 
weight dropped to 121 Ib. (54.9 kg.), an average loss 
of 20 Ib. (9.1 kg.). The treatment also resulted in 
markedly beneficial changes in mood and _ posture. 
The success of the regimen indicates the feasibility 
of treating obese children. 


OTOLARYNGOLOGY 


Acute Frontal Sinusitis: Complications and Treat- 
ment. R. C. Kratz and W. C. Thornell. A.M.A. Arch. 
Otolaryng. 65:105-110 (Feb.) 1957 [Chicago]. 


The authors describe 4 cases of acute frontal sinusi- 
tis with progressive suppurative involvement of the 
frontal sinus in 3 boys between the ages of 13 and 17 
years and in a 60-year-old woman. An epidural abs- 
cess complicating an osteomyelitis of the frontal bone 
was suspected because of persistent visual hallucina- 
tions. This suspicion was confirmed by exposure of 
the bone with the aid of a coronal incision in the 
13-year-old boy. Subdural suppuration with pus over- 
lying the entire right side of the brain from the falx 
to its base occurred in the second boy and suppurative 
frontal sinusitis on the left side with acute encepha- 
litis in the third. Trephine openings were made into 
the floor of the frontal sinus according to Goodyear’s 
technique in both patients, and sanguinopurulent 
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material was removed. The 3 boys recovered. Acute 
frontal sinusitis was complicated by meningitis, sub- 
dural empyema, and a brain abscess in the left 
cerebral hemisphere in the woman who was oper- 
ated on but who died on the 6th postoperative day. 

Physicians are urged to take a more serious atitude 
regarding acute frontal sinusitis and its treatment. 
For the benign type of frontal sinusitis the patient 
can be treated ambulatorily. Treatment should relieve 
the pain, establish drainage, and destroy the infecting 
organisms. Administration of antibiotics, when pre- 
scribed, should be continued for 5 to 7 days after 
complete’ remission of symptoms. One should suspect 
a central nervous system complication when a bizarre 
behavior pattern, hallucinations, convulsions, or 
other neurological manifestations occur in a patient 
with an acute frontal sinusitis. A trephine opening 
into the floor of the frontal sinus should be made 
early in the fulminating cases with the use of a gouge 
and mallet or a nail trephine, such as described by 
Goodyear. The coronal incision made at the hairline 
extending from ear to ear is recommended when there 
is need for wide adequate exposure of the frontal 
bone with the anticipation of a good cosmetic ap- 
pearance as the final result. 


Papilloma of the Larynx. H. Bjork and C. Weber. 
Acta oto-laryng. 46:499-516 (Nov.-Dec.) 1956 (In Eng- 
lish) [Stockholm]. 


One hundred seventeen patients with papilloma 
of the larynx were studied between 1930 and 
1955. Patients with primary malignant papilloma were 
not included. The course of the disease, the incidence 
of malignant degeneration, and results of treatment, 
which all require a sufficiently long period of obser- 
vation, are discussed on the basis of observations be- 
tween 1930 and 1951 in 98 patients. Of the 117 
patients, 71 were male and 46 female. At the onset 
of symptoms, 53 (45%) were not over 5 years of age. 
Men predominated in a ratio of 4 to 1 in the age 
group 41 to 70 years. Male predominance was slight 
in the younger age groups. More patients with 
laryngeal papilloma were admitted to hospital dur- 
ing World War II, and especially in the first postwar 
years, than before the war. The incidence was in- 
creased only in children and young adults (from 16 
cases in the period between 1930 and 1939 to 55 
cases in the period between 1940 and 1949). Since 
1950 the disease has become rare in children, whereas 
a probably accidental increase was noted in adults 
of more advanced age. The difficult social and hygen- 
ic conditions were obviously responsible for the in- 
creased incidence of the disease during and soon after 
the war. After an improvement in this respect there 
was a rapid decrease in the incidence of the disease. 
Of 45 children and young adults with a detailed 
history, 32 had a family history of warts. Most of the 
patients had had warts themselves at the time of the 
onset of symptoms or shortly before. Puberty did not 
influence the course of the disease. Of 37 patients in 
whom laryngeal papilloma appeared when they were 
not over 10 years of age, 28 were cured before reach- 
ing puberty. Two patients were aged 12 and 19 years 
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when a cure was obtained, and the disease contin- 
ued throughout puberty to over 20 years of age in 7 
patients. Malignant degeneration occurred in 2 
patients, 6 and 6% years after the onset of symptoms 
of papilloma. The first sign of malignancy was limited 
mobility, which had not been present at repeated 
previous examinations. 

Endoscopic excision of the laryngeal papilloma 
was performed in 79 patients. Freedom from recur- 
rence resulted in 36 patients, and the remaining 43 
were therapeutic failures. The obviously favorable 
result of excision in many patients, particularly in 
adults with single papillomas, suggests that this 
method of treatment should not be underestimated. 
Excision also prevented a laryngeal obstruction in 
many patients. It does not seem advisable to continue 
excisions indefinitely in children, provided there is 
no apparent danger of laryngeal obstruction. Exami- 
nation and biopsy must be repeated at regular inter- 
vals in adults with intractable papilloma so that 
malignancy can be detected in time. Cauterization 
with chemical agents or by diathermy did not reduce 
the tendency to recurrence. Diathermy, in particular, 
caused scarring in 8 of 28 patients thus treated, the 
site of the cicatrization being mostly the anterior 
commissure. Diathermy caused an acute reaction nec- 
cessitating tracheotomy in 5 patients. Tracheotomy 
was performed in 8 of the 98 patients with prolonged 
follow-up. Twenty-one patients were treated with 
chlortetracycline. Papilloma did not recur in 6 of 
these , patients. The antibiotic was ineffective in 12 
patients, and evaluation of its effect was not possible 
in 3. Seven of the 98 patients died. Death resulted 
from asphyxia in 1; 1 patient died in the course of 
chloroform anesthesia; and 5 died of complications 
in the lungs or in the gastrointestinal tract. Papilloma 
of the larynx in adults differs in may respects from 
papillomatosis in children. The concept of 2 diseases 
of different character is suggested. 


THERAPEUTICS 


Treatment of Acute Sore Throat with Penicillin: A 
Controlled Trial in Young Soldiers. W. Brumfitt and 
J. D. H. Slater. Lancet 1:8-11 (Jan. 5) 1957 [London]. 


The authors conducted a controlled therapeutic 
trial to ascertain whether it is reasonable to give peni- 
cillin routinely to all patients with acute pyrexial 
sore throat without previous bacteriological identi- 
fication of the infecting organism. They describe here 
the effect of 4 days’ treatment with intramuscular in- 
jection of penicillin on the clinical course and com- 
plications of acute sore throat, on the subsequent in- 
crease of streptococcic antibody in the serum, and 
on the convelescent carrier-rate of beta-hemolytic 
streptococci. Between March and May, 1955, and 
September and December, 1955, 352 patients with in- 
fection of the upper respiratory tract were admitted 
to the Cambridge Military Hospital, Aldershot. Al- 
most all of these patients were national servicemen, 
aged 18-21, undergoing military training. It was found 
that penicillin reduced the duration of the illness by 
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about 24 hours only if Lancefield group-A strepto- 
cocci were isolated. Although penicillin suppressed 
a rise in antistreptolysin-O titer (which took place in a 
sixth of the patients not treated with penicillin), a 
4-day course of penicillin did not affect the convales- 
cent carrier-rate of hemolytic streptococci. 


The Antituberculous Activity of Sulfoniazid. M. 
Bariéty and P. Choubrac. Presse méd. 65:21-22 (Jan. 
5) 1957 [Paris]. 


Sulfoniazid hydrazone is not a new derivative of 
isoniazid hydrazide. It is an original substance iso- 
lated by Girard (body 605). It acts by its whole mole- 
cule and not by release of isoniazid into the organism. 
Thirty-one patients between the ages of 20 and 52 
years with pulmonary tuberculosis were given sul- 
foniazide without other antibiotics intravenously and 
by mouth. Intravenous treatment did not appear more 
effective than oral. The daily dose was from 3 to 6 
Gm. The average duration of treatment was 78 days. 
The results were excellent in 14 patients and good 
and satisfactory in 11; treatment failed in 6. No side- 
effects were observed. Clinical examinations confirm 
the perfect tolerance of the drug, particularly by the 
nervous system. Sulfoniazid may be considered an 
important step in the progress of antituberculosis 
chemotherapy. Its anti-inflammatory action suggests 
a further study in medical domains other than that of 
pulmonary tuberculosis. 


Clinical Observations on the Antidiabetic Properties 
of Pterocarpus Marsupium and Eugenia Jambolana. 
G. C. Sepaha and S. N. Bose. J]. Indian M. A. 27:388- 
391 (Dec.) 1956 [Calcutta]. 


Twenty-one patients with diabetes, 19 men and 2 
women between 20 and 60 years of age, were treated 
with indigenous drugs. Seventeen patients were given 
aqueous or alcoholic extracts of the wood of Bijasar 
(Pterocarpus marsupium). Three patients could be 
studied for less than 7 days. No change in blood or 
urinary sugar level was observed. Four patients had 
insulin treatment before starting with Pterocarpus 
marsupium. Insulin administration was stopped for 
5 days. A significant effect was noted in only 1 patient. 
The sugar content of the urine and blood increased 
in the others. All patients showed some increase in 
weight. Six patients were given basant kusumakar 
rasa, an Ayurvedic recipe containing several heavy 
metals, musk, and herbal ingredients, in addition to 
the drug, but it did not show any effect. The blood 
sugar level increased in 3 patients. Eugenia jambolana 
was tried on 7 diabetics. Three had a definite decrease 
in urinary and blood sugar levels. One patient had a 
previous treatment with jamoon seeds (Eugenia jam- 
bolana) and gurmar (Gymnema sylvestre), another 
indigenous drug. His blood and urinary sugar levels 
had already come down and continued to remain low 
after withdrawal of gurmar. Administration of this 
drug was stopped for 10 days, and then the jamoon 
seed was given alone. The blood sugar level returned 
to normal and the urine remained sugar-free for about 
a year after treatment. Another patient maintained a 
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normal blood sugar level and the urine had been 
sugar-free for 2 months at the time of follow-up. 
These 2 successful results were observed in patients 
who were treated with both drugs one after the 
other. Eugenia jambolana seemed to be more effec- 
tive than Pterocarpus marsupium. All drugs were 
given orally. No untoward effects were observed 
except in 2 patients, who developed albuminuria. The 
mode of action of the drugs is not known. The action 
of Pterocarpus marsupium might be due to raising 
of the renal threshold for sugar. 


Myxedema Induced by Prolonged Iodide Administra- 
tion. H. M. Rubinstein and L. Oliner. New England J. 
Med. 256:47-52 (Jan. 10) 1957 [Boston]. 


Attention has been called in recent years to the 
occurrence of goiter and hypothyroidism in previously 
euthyroid children and adults after the prolonged 
administration of large amounts of iodide for bron- 
chial asthma and other pulmonary conditions. In this 
report another case of this tvpe is presented in detail, 
and the relevant literature is reviewed. The data 
suggest that this syndrome is primarily due to the 
blocking of thyroid-hormone synthesis by iodide. 


Toxicity of Carbutamide: Report of a Fatal Case of 
Bone Marrow Depression and Anuria. O. C. Page, R. 
L. Hare, J. W. Stephens and B. Holcomb. New Eng- 
land J. Med. 256:74-76 (Jan. 10) 1957 [Boston]. 


Page and associates used carbutamide in a series of 
48 diabetic patients. They found that the incidence of 
side-reactions was much greater than was implied 
in previous reports. Eight of 48 patients had toxic 
reactions necessitating that treatment with the drug 
be discontinued. In 1 of the 8 patients a severe bone- 
marrow depression, anuria secondary to renal tubular 
degeneration, and Pseudomonas aeruginosa septice- 
mia resulted in death. A possible explanation of the 
higher incidence of toxic reactions in this series of 
patients may be that the authors administered daily 
doses between 1.5 and 2 Gm. in order to maintain 
blood levels between 10 and 16 mg. per 100 ml., 
whereas earlier investigators generally gave daily 
doses of 1 Gm. Seven of the 9 patients who had toxic 
reactions had received the larger doses. The authors 
believe that the reported findings and other possible 
deaths still unreported place carbutamide on the 
list of drugs capable of producing serious toxic side- 
effects. 


Use of Oxygen in the Treatment of Ascariasis. D. D. 
Vora. J. Indian M. A. 27:394-396 (Dec.) 1956 [Cal- 
cutta]. 


Intragastric administration of oxygen is the least 
toxic and the least expensive therapy for roundworm 
infestation. Its results are comparable to those of 
treatment with santonin as far as positive response 
and worm-clearance are concerned. The author re- 
ports on a modified method of oxygen administration 
in 31 adult patients whose stools showed ova of 
roundworms. All patients were given one liter of 
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oxygen, with use of Davidson’s pneumothorax ap- 
aratus. This permitted an excellent control of the 
administration of oxygen. No purgative was given. 
An hour after treatment the patients were permitted 
to take fluids, and 3% hours later they could eat their 
meals. About 33% of the patients had no side-effects. 
The reactions to the rest were temporary and mild 
and could be prevented by giving the oxygen at a 
rate of 100 to 200 ml. per minute. An attempt to en- 
hance the positive response in 18 patients by substi- 
tuting a Miller-Abbott tube for the stomach tube 
failed. Most of the worms were expelled within 24 
hours, and nearly all were dead. 


Injuries and Deaths During Colonic Irrigation. K. 
Saller. Arch. phys. Therap. 8:363-368 (Nov.-Dec.) 
1956 (In German) [Leipzig, Germany]. 


Having himself reported the first death from colonic 
irrigation mentioned in the German literature, Saller 
was approached by 2 courts to render expert testi- 
mony in other cases, and in this connection he re- 
viewed the records of 5 patients, 4 of whom died and 
1 of whom required an operation and the establish- 
ment of a colostomy. These cases demonstrated that 
the so-called internal baths are not as harmless as is 
generally believed and that they should be given 
only on the advice and under the supervision of a 
physician. Some of the deaths were due to perfora- 
tion of the intestine by the rigid metal tubes that were 
used, Extreme spasticity in the patient and the intro- 
duction of excessive amounts of fluid were other 
factors. The author lists precautions that should be 
taken to prevent serious injuries and deaths from 
colonic irrigation. 


Action of the Oral Antidiabetic Drug, Carbutamide, 
on Human Diabetes. E. Klotzbiicher. Ztschr. ges. inn. 
Med. 11:1075-1080 (Dec. 1) 1956 (In German) [Leip- 
zig, Germany]. 


In earlier investigations Klotzbiicher attempted to 
differentiate various forms of human diabetes by in- 
jecting blood from diabetic patients into healthy 
persons and studying the effect of this injection on the 
blood sugar level of the recipient. It was found that 
the blood of some diabetic patients produced an in- 
crease in the blood sugar level, the so-called glucagon 
effect, whereas that of others produced a reduction of 
the blood sugar level, an insulin effect. This led to 
the differentiation of a group of diabetics with “gluca- 
gon-hyperglycemia’ with a predominance of the secre- 
tion of glucagon (hyperglycemic-glycogenolytic factor) 
over the secretion of insulin, from a group of diabetics 
with “impaired utilization of insulin,” whose insulin 
reduced the blood sugar level only in healthy persons. 
Blood from diabetic patients with acromegaly had a 
glucagon effect and that from patients with Cushing's 
disease with or without diabetes had an isulin effect. 

The author studied the blood of diabetic patients 
who were being treated with carbutamide before and 
after treatment. The effect of carbutamide did not de- 
pend on whether the patient belonged to the group 
with glucagon-hyperglycemia or to that with im- 
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paired utilization of insulin. Of patients with gluca- 
gon effects before treatment, only those who re- 
sponded to carbutamide lost the glucagon effect. If an 
insulin effect occurred, they showed impaired utiliza- 
tion of insulin that had formerly been masked by 
glucagon. When blood was transferred during the 
stage of alimentary hyperglycemia from healthy per- 
sons to other healthy persons, a glucagon effect was 
observed in the recipient. Pretreatment of the donor 
with carbutamide reduced this glucagon effect. The 
serum of diabetic patients who had responded to 
carbutamide treatment generally showed a slight de- 
crease of the total lipoids; a slight increase in choles- 
terol with clear-cut increase or decrease of individual 
values; an increase in organic phosphorus; a slight 
increase in sodium and in chloride ions, a decrease in 
alkaline phosphatase; and no change in the total 
ketone, lipoid phosphorus, acid phosphatase, lipase, 
potassium, calcium, and urinary excretion of the 17- 
ketosteroids before and after oxidation. The author 
concludes that carbutamide acts by suppressing the 
glucagon secretion or its effect. 


PATHOLOGY 


Aortic Stenosis and the So-called Rheumatic Valvular 
Diseases in a Postmortem Material. C. Miiller. Acta 
med. scandinav. 156:241-261 (No. 4) 1956 (In English) 
[Stockholm]. 


Of 8,663 autopsies performed in a Norwegian gen- 
eral hospital, 3,336 were performed between 1923 and 
1927 (period 1) and 5,327 were performed between 
1943 and 1947 (period 2). So-called rheumatic valvu- 
lar disease (cicatricial “chronic” valvular disease with 
and without acute active inflammation, except that 
of syphilitic or congenital type) was found in 194 
(5.8%) of the 3,336 autopsies and in 315 (5.9%) of the 
5,327 autopsies. The incidence of this valvular disease 
thus was practically the same in the 2 periods, and the 
same applies to the localization of the valvular 
disease. Of the 509 patients with so-called rheumatic 
valvular disease, 309 (60%) had aortic disease and 
313 (61%) had mitral disease (113 or 22.2% had com- 
bined mitral and aortic disease), One hundred 
seventy-seven patients (35%) had isolated aortic 
stenosis, and the incidence of this disease was higher 
than that of any other valvular diseases. Women pre- 
dominated among the total number of patients with 
all localizations combined, but men predominated 
among the patients with aortic diseases only. This 
preponderance of men, however, was less pronounced 
than generally stated in the literature. The average 
age of the patients at the time of death was surprising- 
ly high, with 61.5 years for period 1 and 67.5 years for 
period 2, i. e., an increase of 6 years from the Ist to 
the 2nd period. The age of the patients at the time of 
death was lowest in those with isolated mitral stenosis. 
Only 25% of these patients died before the age of 50, 
and 62% reached the age of 60 or more. The age of the 
patient at the time of death was highest in those 
with isolated aortic stenosis; most of them died be- 
tween the ages of 70 and 79 vears. 


> 
4 


1406 MEDICAL LITERATURE ABSTRACTS 


A distinct decrease in the macroscopic acute and 
chronic rheumatic inflammatory changes of the heart 
and in the morbidity of rheumatic fever from period 
1 to period 2 was observed. The incidence of bacterial 
endocarditis remained unchanged. The average heart 
weight was lowest in patients with isolated mitral 
stenosis and highest in those with combined valvular 
disease, and the average heart weight of patients 
with isolated aortic stenosis was between the 2 ex- 
tremes. The heart weight of about 26% of the patients 
with isolated aortic stenosis was between 200 and 399 
Gm. It increased with the degree of stenosis, but the 
highest weight values were observed in patients with 
concomitant aortic regurgitation. Atheromatosis of the 
descending aorta was a frequent finding in aortic 
stenosis. Cardiac infarction was found in 12.3% of 
the patients with valvular disease and more fre- 
quently in those with aortic than in those with mitral 
valvular disease. There was a notable preponderance 
of women among the patients with cardiac infarction, 
which is explained by the advanced age of the 
patients. 

Most of the so-called rheumatic valvular diseases 
within all localizations belong to a relatively benign 
type, with good prognosis and long life span. The 
increase, from period 1 to period 2, in the average age 
at the time of death and the decrease in the incidence 
both of the acute inflammatory changes of heart and 
pericardium and of the adhesions of the pericardium, 
as well as a progressive decrease through several 
generations in the morbidity of rheumatic fever, may 
indicate that the prognosis of rheumatic infection and 
of the valvular diseases has improved during the period 
of the study. The rheumatic heart diseases have been 
benefited by the medical and social factors that have 
contributed to the increase in the lifetime of the en- 
tire population. The increased average age at the 
time of death in patients with valvular disease has 
contributed to the fact that the combination of rheu- 
matic and atherosclerotic heart disease is frequent. 
Even if the rheumatic infection has become milder, 
the unchanged occurrence of valvular disease indi- 
cates that it has not become less frequent. 


Significant Cytologic Findings in Non-malignant Pul- 
monary Disease. S. M. Farber, D. A. Wood, S. L. 
Pharr and B. Pierson. Dis. Chest 31:1-13 (Jan.) 1957 
[Chicago]. 


During years of cytologic studies on sputum for the 
detection of malignant cells, Farber and his associates 
found that the morphologic identification of cells is 
often difficult. This problem is more frequently asso- 
ciated with examination of sputum than cytologic 
examination of other body secretions, since sputum, 
in sufficient volume for study, generally indicates 
some type of pulmonary disease and consequent alter- 
ation of morphology. The authors have given particu- 
lar attention to cases in which they made a false- 
positive or false-suspicious report of cancer. They 
believe that careful evaluation of the cellular altera- 
tions will serve 2 purposes. In the first place, since 
many of these pathological states produce cells that 
cytologically closely resemble cancer cells, cognizance 
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of their possible presence should assist in reducing 
false-positive reports of cancer. Second, identification 
of these cellular alterations often contributes to a 
differential diagnosis in a number of non-neoplastic 
pulmonary diseases. The majority of false-positive 
and false-suspicious (or inconclusive) reports resulted 
from undue emphasis being placed on the presence of 
cellular groupings. While no single criterion can be 
relied on by itself, the authors believe that nuclear 
changes are much less likely to be erroneously inter- 
preted. 

Perhaps the most important single criterion for 
identification of malignant cells is increased nuclear 
size, with a corresponding increase in the nuclear- 
cytoplasmic ratio. Nuclear hyperchromatism also 
constitutes a strong presumptive sign of malignancy, 
particularly when the chromatin is irregularly dis- 
tributed and the nuclear rim is dense or “thick.” En- 
larged, multiple, or jagged nucleoli are also of signifi- 
cance in leading to a diagnosis of malignancy. The 
initial impression of malignancy in smears is usually 
suggested by the finding of single suspected cells, and 
this impression is further strengthened when groups of 
such cells show relative variations in nuclear size, 
shape, and structure as compared to normal cells. 
Differentiation of abnormal from malignant cells is 
possible primarily through the application of rigid 
nuclear criteria, but a cytologic diagnosis of a non- 
malignant pulmonary disease demands confirmation 
by appropriate clinical studies. 

In any chronic pulmonary disease, portions of the 
tall columnar epithelium that normally line the bron- 
chi may be replaced by areas of stratified squamous 
epithelium whose superficial cells may or may not be 
keratinized. This metaplasia of the bronchial mucosa 
constitutes one of the most common problems en- 
countered in pulmonary cytologic studies. It was re- 
sponsible for many erroneous diagnoses of epidermoid 
carcinoma. In both conditions the cells are hyper- 
keratinized and take a brilliant orange stain by the 
Papanicolaou method. Metaplastic cells as well as 
many of the epidermoid carcinoma cells are generally 
spherical or slightly flattened and contain a single, 
centrally placed nucleus. The metaplastic nucleus is 
typically pyknotic, in contrast to the enlarged, hyper- 
chromatic nucleus characteristic of epidermoid car- 
cinoma. Bizarre forms, however, are frequently found 
in both conditions, so that cells are often encoun- 
tered that are neither definitely metaplastic nor con- 
clusively malignant. This situation of bizarre meta- 
plasia emphasizes again the need to employ rigid 
nuclear criteria. 


Human Amnion Cell Cultures: Susceptibility to Vi- 
ruses and Use in Primary Virus Isolations. K. K. Tak- 
emoto and A. M. Leaner. Proc. Soc. Exper. Biol. & 
Med. 94:179-182. (Jan.) 1957 [Utica, N. Y.]. 


It had been demonstrated earlier that the 3 types of 
poliomyelitis viruses multiply in tissue cultures of 
human amnion cells. The studies reported here were 
initiated to determine the susceptibility of amnion 
cell cultures to other viruses and to investigate the 
possibility of large-scale use of these cells for pri- 
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mary isolation of viral agents. To prepare the amnion 
cultures, placental membranes were collected in a 
jar containing sterile balanced salt solution to which 
penicillin and streptomycin had been added. After 
separation from the chorion, the amnion was washed 
in several changes of sterile balanced salt solution, 
cut into 10-cm. pieces, and freed of blood clots by 
digestion in 0.25% trypsin solution. The yield of 
packed cells from one membrane varied from 0.5 to 
1.5 ml. A confluent sheet of cells was usually obtained 
in 4 to 7 days, and cultures were thereafter main- 
tained in Eagle’s medium with 4% horse serum. All 
mediums contained 100 units of penicillin, 100 meg. of 
streptomycin, and 50 units of myrostatin per milliliter. 
Cells derived from the amnion were epithelium-like. 

Tissue cultures of human amnion cells were found 
to be susceptible to all adenoviruses tested, certain 
Coxsackie viruses, and herpes simplex virus. The ease 
in maintaining amnion cultures made it seem that 
these cells would be of value for large-scale use in 
routine screening for these and other viral agents. A 
total of 1,407 throat specimens was examined in am- 
nion cultures. Forty isolations of adenovirus types 1, 
2, 3, and 5 were made in amnion cultures. One type 
1 poliomyelitis virus and 6 strains of herpes simplex 
virus were also recovered from the specimens tested. 
For diagnostic purposes and for routine screening of 
materials for viral agents, amnion cultures may be 
a useful source of tissue culture cells. The range of 
viral susceptibility of amnion cells is similar to that 
of the HeLa cell. 


Changes in the Bronchial Epithelium in Relation to 
Smoking and Cancer of the Lung: A Report of Prog- 
ress. O. Auerbach, J. B. Gere, J. B. Forman and others. 
New England J. Med. 256:97-104 (Jan. 17) 1957 
[Boston]. 


When a carcinogenic agent is applied to tissue, a 
number of changes such as hyperplasia and meta- 
plasia usually precede the appearance of cancer, and 
neoplastic changes are apt to occur at several different 
points. Therefore, if inhalants are a factor in the 
causation of lung cancer, one might expect to find 
hyperplasia, metaplasia, and early neoplastic changes 
in the remaining bronchial epithelium of persons who 
died of bronchogenic carcinoma. Furthermore, one 
would expect to find similar changes, but to a less 
marked degree, in the bronchial epithelium of per- 
sons who died of some other cause but who had been 
heavily exposed to potential carcinogenic inhalants. 
A study was undertaken to test these two hypotheses. 
A series of 117 patients who died and on whom au- 
topsy was performed was divided into 2 groups: 34 
who died of bronchogenic carcinoma, all of whom 
were smokers, and 83 who died of other causes. The 
latter group was subdivided according to their smok- 
ing histories. Subgroups included (1) 16 who smoked 
irregularly or not at all; (2) 20 who smoked less than 
1 package of cigarettes a day; and (3) 47 who smoked 
more than 1 package a day. 

Four changes in the epithelium were evaluated: 
basal-cell hyperplasia, stratification, squamous meta- 
plasia, and carcinoma-in-situ. This histological study 
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shows that among people who died of causes other 
than lung cancer these changes were least frequent 
in the group that smoked irregularly or not at all, 
with a progressive increase in the moderate and heavy 
smokers. The same but more extensive changes were 
observed in those who died of carcinoma of the lung. 
Although definite carcinoma-in-situ was present in 
all groups, with a parallel rise in proportion to in- 
creasing cigarette consumption, there was an almost 
similar distribution of this change in those who 
smoked more than one package a day (6.0%) and in 
the patients with bronchogenic carcinoma (6.3%). 
These findings are consistent with the hypothesis that 
inhalants of one sort or another are important factors 
in the causation of bronchogenic carcinoma. The 
findings are also consistent with the theory that ciga- 
rette smoking is an important factor in the causation 
of bronchogenic carcinoma. 


Histological and Histochemical Aspects of the Adren- 
als in Young Patients with Obliterating Arteriopathy. 
R. Antonini and G. Arezio. Minerva cardioangiol. 
4:667-674 (Nov.) 1956 (In Italian) [Turin, Italy]. 


The authors report on the histological and _ histo- 
chemical findings in 7 adrenals removed from young 
patients with chronic obliterating arterial disease. 
These findings were compared with those obtained in 
7 adrenals removed from normal persons. The weight 
of the adrenals was between 4 and 6 Gm.; the shape 
and dimension were normal. One adrenal showed 
nodular edema on the surface. Marked capsular hy- 
pertrophy, thin zona glomerulosa, increase in thick- 
ness especially of the zona fasciculata, and hyper- 
trophy of the zona reticularis were present in all 
adrenals. The color of the metabolic and sudanophilic 
lipids was more intense in adrenals coming from 
patients with arterial disease; the alkaline phospha- 
tase showed differences in quantity and location; acid 
phosphatase was increased and a dark blue color was 
present in the zona glomerulosa of 2 adrenals. The 
Seligman-Ashbel reaction showed the same localiza- 
tion for both groups of adrenals, but the color was 
more intense in adrenals from diseased patients. The 
authors believe that these findings indicate that there 
is a pathogenic relationship between the adrenals and 
arterial disease and fhat this relationship is demon- 
strated by the hyperfunction of the adrenals. 


Lesion of the Duct of Santorini Resulting from Re- 
section of Gastro-Duodenal Ulcers. A. Bayon and 
A. Nori. Boll. e mem. Soc. tosco-umbra chir. 15:599- 
616 (Nov. 6) 1956 (In Italian) [Florence, Italy]. 


The extent and frequency of lesions of the acces- 
sory pancreatic duct resulting from gastric resections 
were studied in 62 pancreases removed 12 to 24 hours 
after the death of the patients. The distance between 
the papilla minor of the duodenum and the pylorus 
in these specimens was found to be much less than 
normal. It was 4.68 cm. in patients with evident duo- 
denal complications. Dissection and roentgenologic 
examination did not show the presence of the duct 
in 5 pancreases, indicating that pancreatic secretion 
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must have taken place only through the pancreatic 
duct. The accessory pancreatic duct was the main 
route of the external pancreatic secretion in 6 speci- 
mens. This duct communicated with the duodenum 
in 20 and it had lost significant contact with the in 
testinal lumen in 37 pancreases. Lesions of the acces- 
sory pancreatic duct are more likely to result from 
gastric resection when duodenal complications that 
shorten the distance between the outlet of the duct 
and the pylorus are present. 


RADIOLOGY 


Calcification in Gastric Carcinoma: Case Report. T. A. 
Kendig, M. R. Gaspar, P. G. Secrest and B. C. Shack- 
ford. Radiology 68:80-82 (Jan.) 1957 [Syracuse, N. Y.]. 


Calcification of gastric carcinoma is extremely rare. 
The case presented here is the second reported in the 
American literature, and 7 cases have been collected 
from the foreign literature. A few examples, which 
were discovered on pathological examination but 
without roentgenographic study, are not included. 
The patient reported was a 27-year-old woman who 
in March, 1952, complained of intermittent abdominal 
pain in the right upper quadrant and epigastrium that 
had been present since November, 1951. During the 
preceding 3 weeks the abdominal pain had become 
more severe and the patient had experienced pain 
also in the right shoulder and right side of the neck. A 
preliminary film of the abdomen taken in March, 
1952, showed a 3-by-6-cm. area of stippled calcifica- 
tion in the left upper quadrant, medial to the splenic 
silhouette. This calcification was demonstrated to be 
within a mass in the pars media of the stomach. A 
subtotal gastrectomy was carried out a week later. 
The pathological diagnosis was “mucoid carcinoma 
simplex of the stomach.” Metastases were present in 
one regional lymph node. The pathologist described 
the cut sections of the tumor as containing chalky 
masses having the appearance of barium. 

The patient's clinical condition was satisfactory 
until October, 1954, when a routine gastrointestinal 
x-ray study revealed recurrence of the amorphous 
mottled calcification in the medial part of the left 
upper quadrant of the abdomen. At operation several 
days later, a mass involving the stomach, jejunum, and 
retrogastric lymph nodes was found. The mass and 
the remainder of the stomach and spleen were re- 
moved. A substitute stomach was made from the 
transverse colon. Concentric rings resembling small 
deposits of calcium were found in the malignant por- 
tion of the surgical specimen. Some were within the 
cells, many of which were of the Krukenberg signet- 
ring type. These aggregates are considered to be con- 
sistent with the chalky appearance of the mucosa on 
gross examination. Sections trom the most mucoid 
part of the neoplasm show considerable necrosis of 
the tumor cells, and here there are also small calcified 
spheroids, several of which appear to be intracellular 
and suggest calcific deposition in the tumor cells. 
Roentgenograms of the gross sections of the recur- 
rent tumor showed extensive areas of calcification. 
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ANESTHESIA 


The Use of Epidural Anesthesia for Excision of the 
Lumbar Disc: Report of 125 Cases. W. P. Tice. J. 
Neurosurg. 14:1-4 (Jan.) 1957 [Springfield, I1.]. 


Lumber spine exploration was performed with the 
aid of epidural anesthesia for excision of the interver- 
tebral disk in 125 patients. As a rule, 20 cc. of 2% 
lidocaine hydrochloride (400 mg.) was injected with a 
no. 16 Tuohy needle into the epidural space with the 
aid of local anesthesia at the 3rd or 4th lumbar inter- 
space (usually the space above the suspected level of 
disk herniation). Complications were avoided by first 
injecting 1 cc. (20 mg.) and waiting several minutes 
for any sign of spinal anesthesia before giving the 
full dose. The subcutaneous tissues were usually well 
anesthetized from the epidural anesthetic within 10 
minutes. There were no deaths and no convulsive 
reactions. Seventeen (13.6%) of the 125 patients had 
a drop in blood pressure that required administration 
of a vasopressor drug. Eighteen (14.4%) had pain on 
root retraction or on removing the cartilage. The pain 
was relieved in 10 patients by injecting the nerve with 
procaine hydrochloride and in the other 8 by giving 
a small amount of thiopental (Pentothal) sodium in- 
travenously. 

The single-injection technique of lumbar epidural 
anesthesia is relatively simple and, when supplement- 
ed with local infiltration of the skin, permits one to 
start the operation without delay. Epidural anesthesia 
offers a definite advantage over general anesthesia in 
patients with cardiac disease and those with pulmo- 
nary disease in whom alveolar diffusion of oxygen is 
impaired, and even in heavy smokers. Less bleeding 
occurs with epidural than with general anesthesia, and 
muscle relaxation is consistently better. There is vir- 
tual absence of postoperative nausea and vomiting 
and less chance of atelectasis and pneumonia. The 
advantages of epidural over spinal anesthesia are the 
minimal danger of neurological sequelae; no possi- 
bility of extension of the anesthetic agent intracrani- 
ally; possibility of carrying the anesthesia into the 
cervical region without affecting respiration; and 
absence of postanesthesia headache, temporary para- 
plegia, and postoperative urinary retention. A drop in 
blood pressure, when it occurs, is seldom profound 
or precipitous. 


Effective Inhalation Analgesia in Gastroscopy. M. J. 
Matzner, S. Stark and I. M. Pallin. Am. J. Gastro- 
enterol, 27:15-22 (Jan.) 1957 [New York]. 


Gastroscopic examinations are at times incomplete, 
unsatisfactory, dangerous, or unduly complicated be- 
cause of the discomfort of the procedure and the limi- 
tations of the anesthetic agents. Most gastroscopists 
employ some type of preliminary sedation followed 
by local and general anesthetic agents. Topical appli- 
cations of pontocaine and gargling with pontocaine 
or cocaine solutions are supplementary procedures in 
common use. More recently, meperidine hydrochlo- 
ride has been employed intravenously. General anes- 
thesia with intravenously given pentothal has also 
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been used. These methods of anesthesia have not been 
uniformly satisfactory for esophagogastroscopic ex- 
amination. In an attempt to reduce the patients’ dis- 
comfort by more effective anesthesia during gastro- 
enterological endoscopy, the authors employed 
inhalation analgesia with trichlorethylene. The degree 
of relaxation and decrease in the patients’ discomfort 
has been so marked in most instances that the authors 
feel that with this anesthetic method gastroscopic ex- 
amination could be used more widely, that is, when- 
ever this valuable diagnostic method is indicated. 
To be sure, the inhalation of trichlorethylene does 
not completely remove the discomfort of gastroscopy, 
because this would require much deeper anesthesia. 
For the authors, trichlorethylene inhalation has be- 
come the routine method of analgesia for gastroscopy 
and esophagoscopy in both ambulatory and _ hospital 
patients provided there are no contraindications. They 
hope that other endoscopists will try this method and 
report their results. 


A Clinical Evaluation of Chlorpromazine to Control 
Nausea, Vomiting and Pain. H. D. Jourdan and M. M. 
Musselman. Nebraska M. J. 42:11-15 (Jan.) 1957 
[Lincoln]. 


The authors report on the use of chlorpromazine 
hydrochloride in 105 surgical patients. Improvement 
was noted in 75 of 80 patients who received the drug 
for nausea and vomiting and in 23 of 25 patients given 
the drug to relieve pain not completely controlled by 
narcotics. Patients who were given a dose of 25 mg. 
obtained relief in a shorter time than those given only 
10 mg. Although the drug was effective when given 
orally as well as intramuscularly, a greater percentage 
of those receiving it by injection than those taking it 
orally were improved within one-half hour. The only 
side-effect noted was drowsiness, which occurred in 
9% of the patients. This*was not considered undesir- 
able. No evidence of jaundice or leukopenia was seen 
in those patients receiving the drug for a prolonged 
period of time. Chlorpromazine did not mask symp- 
toms or complicate the clinical course in diseases such 
as intestinal obstruction. 


PUBLIC HEALTH 


Lung Cancer in Women: A Study of Environmental 
Factors. E. L. Wynder, I. J. Bross, J. Cornfield and 
W. E. O'Donnell. New England J. Med. 255:1111- 
1121 (Dec. 13) 1956 [Boston]. 


This study is based on environmental data of proved 
cases of lung cancer in women, all of which were 
diagnosed in the period 1953 to 1955. The purpose 
was to study the role of factors previously examined 
for men. There were 196 women with lung cancer. 
The primary focus of this study was on the smoking 
habits of women in 3 groups: women with epidermoid 
lung cancer; women with adenocarcinoma of the lung; 
and women with tumors at certain other sites (con- 
trols). It was found that the smoking habits in the 
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last two groups were similar to each other and to 
those in a large sample of women in the general popu- 
lation of the United States. The smoking habits in 
the first group were markedly different in that a much 
larger proportion of women in this group smoked 
cigarettes and the smokers smoked more _ heavily 
(that is, the proportion of those smoking a package or 
more a day was higher). The curve relating the inci- 
dence of lung cancer to age differs from that for other 
major cancers, in that it has a marked upswing until 
the late 50’s but does not continue to rise with in- 
creasing age. It has been suggested that this peculiar 
drop in the incidence of lung cancer was consistent 
with the fact that the younger group of males had 
taken up the cigarette to a greater extent than men of 
the older age groups. 

The smoking habits of women change with age: 
about half the women under 50 and most of the wom- 
en over 50 are nonsmokers; and less than 2% of the 
women over 50 smoke as much as a package a day 
(the proportion is more than twice as great in the 
women under 50). The smoking habits of the women 
in the control group are minimal compared to the 
smoking habits in a control group of male patients: 
the vast majority of men over 40 use tobacco, and a 
large majority of the women in this age group do not; 
a majority of the men over 40 who smoke cigarettes 
will consume at least a package a day, whereas only 
a small minority of the women over 40 who smoke 
cigarettes consume this much; and, even in the age 
groups under 40, the women with tumors at other 
sites (control group) have minimal smoking habits in 
relation to the male controls. 


The Morphologic Variations of Goiter in the Lower 
Rio Grande Valley. J. C. George and D. W. Flory. 
South. M. J. 49:1410-1412 (Dec.) 1956 [Birmingham, 
Ala.]. 


A review of the last 63 consecutive thyroidectomies 
in Brownsville, Texas, revealed 18 instances of diffuse 
goiter, 14 of nodular goiter, 6 of struma lymphoma- 
tosa, 22 of various follicular adenomas (some of which 
may actually have been nodular goiter), 1 papillary 
adenoma, and 2 papillary carcinomas. These figures 
agree in general with the findings of others, except 
that the cases of struma lymphomatosa show a higher 
incidence (9.5%) than in most other reports. The au- 
thors base the diagnosis of struma lymphomatosa 
(Hashimoto) on the following criteria: the thyroid is 
firm and moderately enlarged in most cases. There is 
a definite lobular pattern, and the cut surfaces are 
orange-gray. The capsular surface is lobulated and 
even nodular in some cases. Microscopically, there is 
diffuse lymphocytic infiltration with germinal centers. 
There is atrophy of the follicular epithelium with a 
rather prominent eosinophilia of the abundant cyto- 
plasm. The patients are women who have moderate 
goiters usually without discrete nodules. There may 
be symptoms of pressure, but no thyrotoxic symptoms 
are present, and a hypothyroid state is common. The 
onset is insidious, and the goiter is slowly progressive. 
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The authors mention some of the theories that have 
been advanced about the etiology of struma lympho- 
matosa and suggest that there may be a factor in the 
environment of the lower Rio Grande Valley that in- 
fluences the development. The area is a river delta, 
and, being near the sea, it is not a region of endemic 
colloid goiter. The food of the area may possibly have 
a bearing. On the other hand, it has not been ex- 
plained as yet why a similar high incidence of struma 
lymphomatosa has been reported from Kansas (7.1%) 
and from the lower Mississippi Valley (8.16%). 


Vaccination Against Poliomyelitis with Live Virus 
Vaccines: Part 1. A Trial of TN Type II Vaccine; 
Part 2. A Trial of SM Type I Attenuated Poliomyelitis 
Virus Vaccine; Part 3. The Evaluation of TN and SM 
Virus Vaccines. Parts 1 and 2 by D. S. Dane, G. W. A. 
Dick, C. D. Fisher and others. Part 3 by G. W. A. 
Dick and D. S. Dane. Brit. M. J. 1:59-74 (Jan. 12) 1957 
[London]. 


Ten infants, 155 children between the age of LO 
months and 15 years, and 21 adults whose age ranged 
from 20 to 50 years were given TN type II attentuated 
poliomyelitis virus by mouth. The dose of 500,000 
M.P.D.;. of TN vaccine virus diluted in 4 ml. of milk 
was given to the adults as well as to the children. No 
significant disease had been observed during the 
month following vaccination. Large quantities of virus 
were found in some feces, and virus was excreted for 
more than 4 weeks. Only 4 of 18 adults developed type 
II antibody in response to vaccination. Ninety-six of 
124 children (77%) developed antibody, the geometric 
mean titer of which was 1:66. A significant association 
was observed in the response to vaccination by sib- 
lings. The development of antibody in children and 
infants was associated with the excretion of virus. 
The antibody present in the blood of 6 infants was 
assumed to be passively acquired maternal antibody. 
TN vaccine virus was noncytopathogenic in monkey- 
kidney-tissue cultures and did not produce paralysis 
when inoculated into monkeys intracerebrally. Ex- 
creted TN fecal virus was cytopathogenic and caused 
severe paralysis when inoculated into monkeys by the 
same route. The characteristic of attenuation shown 
by TN type II virus are not maintained after multi- 
plication in the human intestine. 

Twelve adults, 2 children, and 2 infants were given 
3,500 T.C.D.;) of SM type I poliomyelitis virus in 
capsules. None of them developed any severe illness. 
It was not possible to ascertain whether some of the 
minor diseases were due to vaccination or to other 
factors. All patients developed antibody after vaccin- 
ation. The 2 infants had moderate titers of maternal 
antibody at the time of vaccination. They nevertheless 
became fecal virus carriers and developed an active 
immunity. The duration of fecal excretion varied in all 
patients from 1 to 8 weeks. No throat virus was recov- 
ered. SM virus appeared to spread from the vaccin- 
ated to the unvaccinated. SM fecal virus caused 
paralysis in monkeys that were inoculated intra- 
cerebrally, whereas no paralysis occurred in monkeys 
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that were inoculated by the same route with SM 
vaccine virus. The virus underwent a change after 
multiplication in the human intestine. 

TN and SM strains are not suitable for mass im- 
munization. The minimum requirements of attenuated 
polimyelitis virus vaccines should be as follows: 1. 
The vaccine virus and any excreted virus should be 
intracerebrally and also intraspinally avirulent for 
monkeys. 2. The virus should not be transmissible 
from vaccinated to nonvaccinated persons. This may 
be hard to achieve with viruses given by mouth and 
excreted. The duration of fecal excretion of virus 
should at least be at such a low level and for such a 
limited time that transmision would be unlikely to 
occur. 3. The vaccine virus, which is excreted, should 
have some marker to differentiate it from naturally 
occurring wild strains of virus. 4. The vaccine virus 
should not multiply in the throat. 5. The vaccine 
should prevent paralytic poliomyelitis in those who 
are susceptible. 


Allergic Reaction to the Salk Poliomyelitis Vaccine. 
W. H. Lipman. GP 15:95-98 (Feb.) 1957 [Kansas City, 
Mo.]. 


The author made a clinical and statistical report on 
the reactions occurring in a group of 3,970 schoolchil- 
dren who received the first and second injections of 
Salk poliomyelitis vaccine during the spring and fall 
trials in Kenosha, Wis., in 1955. A few untoward 
reactions are reported from the Poliomyelitis Vaccine 
Evaluation Center; 370 patients (8 pregnant women 
and 362 children) were given their injections as pri- 
vate patients in the author's office. A questionnaire 
was sent home with each child receiving the vaccine 
at the school clinics; 97% were answered. History and 
details of the reaction were carefully evaluated. There 
were 490 reactions (16.5%) following the first and 
second injections in the school children. Cough. 
rhinorrhea, nasal obstruction, sneezing, fever, chills, 
vomiting, weakness, fainting, and anorexia occurred 
in 205 (6.9%) children. One hundred six of the 3,970 
children showed the pattern of true allergic reactions. 
Most of these patients had received penicillin pre- 
vious to the first Salk injection. In the office group of 
the 370 patients 89 (24% had reactions with various 
symptoms. Four patients had severe true allergic 
reactions (with urticaria or angioedema) and 2 had 
wheezing and conjunctival irritations. Fifty-six chil- 
dren were under allergic management and 38 had a 
family history of allergy. 

The reaction in the vaccinated children might be 
caused by penicillin, since this antibiotic was present 
in small amounts in all syringes, but allergic children 
should not be denied the protection of the Salk vac- 
cine, even at the risk of reaction, because of its proved 
value in the prophylaxis of poliomyelitis. The reac- 
tions may be reduced by the addition of small 
amounts of antihistamines to the Salk vaccine, by the 
careful screening of allergic patients before giving the 
vaccine, and by greater use of fractional doses of the 
vaccine. 
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BOOK REVIEWS 


Clinical Hematology. By Maxwell M. Wintrobe, M.D., Ph.D., 
Professor and Head, Department of Medicine, University of 
Utah, College of Medicine, Salt Lake City. Fourth edition. Cloth. 
$15. Pp. 1184, with 256 illustrations. Lea & Febiger, 600 S. 
Washington Sq., Philadelphia 6, 1956. 

The comprehensiveness with which the author of 
this deservedly popular volume has covered this com- 
plex subject is to be admired. From a long personal 
experience and vast knowledge of his subject, he has 
produced a great and satisfying work. A large portion 
of the book has been revised since the last edition. 
Two chapters have been added on abnormal hemo- 
globin syndromes and on blood groups and blood 
transfusions. The first eight chapters deal with the 
basic physiology, morphology, and chemistry of normal 
blood. In addition to the usual presentation, the author 
has added _ historical facts in connection with both 
normal and abnormal blood conditions. Tests and 
procedures are discussed and described so well that 
the book might justify the additional title of “labora- 
tory manual.” The chapters on specific dyscrasias 
follow a pattern that includes definition, diagnosis, 
pathogenesis, treatment, and prognosis. The explana- 
tions are factual and clear. Controversial materials 
and unsolved problems are well presented. The tables, 
colored plates, and other illustrations are excellent. 
The bibliography is large and wisely selected. Books 
as comprehensive as this one are rare. The author and 
the publishers are to be complimented for producing 
a volume that should be in the library of every student 
or practitioner who is interested in hematology. 


Manual of Procedures, Topics, and Materials for Discussions 
in Mental Health. Paper. Pp. 112. Prepared and published by 
National Academy of Religion and Mental Health, New York 
Academy of Medicine Bldg., 2 E. L03rd St., New York 29, 1956. 


This manual was prepared by a professor of educa- 
tion at Columbia University and by an educational 
psychologist of the same university. Certain portions 
were contributed by members of the Advisory Council 
of the National Academy of Religion and Mental 
Health, representatives of the Mental Health Material 
Center and Mental Health Film Board, and the asso- 
ciate director of the National Committee on Alcoholism. 
This book is not primarily for the use of the physician. 
Its purpose is to help the parent, physician, clergyman, 
schoolteacher, social service worker, recreational di- 
rector, psychiatrist, and any other professional worker 
engaged in mental health work to cooperate with the 
others in planning conferences on any aspect of this 
subject. It is a good compendium of source material 
and references for technical procedures in planning 
discussions on mental health. There is detailed advice 
on step-by-step measures for such planning, with ex- 
cellent explanations of each step to be taken in the 
various procedures. Such important subjects as selec- 
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tion and procurement of speakers, single-discussion 
sessions, use of questionnaires and question cards, 
panel discussions, symposium forums, audience partici- 
pation, and multiple-session meetings are outlined. 
Evaluation of such conferences is described and evalu- 
ation methods compared. 

The second section of the book covers practically 
the entire field of mental health. Films and books for 
each classification are suggested and the sources from 
which they can be obtained are given. Lists of record- 
ings are also given for many subjects. The discussion 
of addiction to alcohol and narcotics makes the manual 
complete as a guide for mental health and personality 
problems. The use of drama is also included in the 
teaching concepts. Sources from which this type of 
material can be obtained are also listed. Although not 
a medical book, this volume should fill a need for all 
those interested in mental health. It should be of spe- 
cial value to novices, both individuals and organiza- 
tions. For communities starting mental health pro- 
grams, it should be of exceptional value. Social work 
groups, clergymen, and religious organizations inter- 
ested in this subject could find no better guide for 
initiating and continuing mental health programs. It 
is to be regretted that some emphasis is not placed on 
the importance of physical health as a basis for mental 
health, but since the manual is especially prepared for 
clergymen and related groups, and since pastoral 
counseling is emphasized, perhaps any emphasis on 
the physical phase might be considered too far afield. 
This book could well be placed in any church or social 
organization library. To the physician not especially 
interested in psychiatry, it offers an excellent initia- 
tion into sources of the relationship of education 
and religion to medicine and the beneficial effects of 
such a combination on the general well-being of his 
patient. 


Progress in Neurobiology: Proceedings of the First Interna- 
tional Meeting of Neurobiologists Held at Department of Ana- 
tomy and Embryology, State University of Groningen, The 
Netherlands, August 3-7, 1955. Edited by J. Ariéns Kappers, 
Professor of Anatomy and Embryology, Groningen University. 
Published under auspices of The Netherlands Society for Psy- 
chiatry and Neurology as supplement no. 2 to the journal Folia 
psychiatrica, neurologica et neurochirurgica neerlandica, Cloth. 
$10.50. Pp. 384, with illustrations. Elsevier Publishing Com- 
pany, 118 Spuistraat, Amsterdam C, Netherlands; sole distribu- 
tors for U.S. A. and Canada: D. Van Nostrand Company, Inc., 
257 Fourth Ave., New York 10; 25 Hollinger Rd., Toronto 16, 
Canada; for British Commonwealth except Canada: Cleaver- 
Hume Press, Ltd., 31, Wright’s Lane, Kensington, London W.8, 
England, 1956. 


In this volume three symposiums and seven un- 
related articles are published. The symposiums deal 
with the morphology and physiology of the synapse, 
the spinal fluid and some paraventricular organs, and 
the reticular formation of the brain stem. The other 
articles discuss (1) efferent fibers from the frontal lobe 
to the thalamus; (2) the insula in primates; (3) the 
number of neurons in the cerebral cortex, their recep- 
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tive surfaces, and their pattern of connections; (4) the 
development of the brain of the ostrich; (5) cellular 
topography at the border between the diencephalon 
and telencephalon; (6) regulation of the proliferative 
process in the developing brain; and (7) a neutralized 
push-pull amplifier. 

Much of the material presented should be of interest 
to those engaged in anatomic and _ physiological re- 
search. The articles are presented in English, French, 
and German, depending on the preference of the 
individual authors. Each article is followed by a dis- 
cussion. It is to be regretted that a number of the 
contributions from the meeting were not prepared in 
full for publication. The presentation of one contrib- 
utor is limited to six lines, and that of several of the 
participants is confined to one or two pages. These 
are of little value, but the articles by those who pre- 
pared their work for publication are well written and 
informative. The text and _ illustrations indicate the 
excellence of Dutch printing. 

In his opening remarks, Prof. J. Boeke asks: 


What do we know about the intrinsic fundamental processes 
governing our memory, our reminiscence, our forgetting, tem- 
porarily or completely, special facts or larger fields of science 
and knowledge, as for instance our temporarily forgetting a 
foreign language which we used to speak fluently? What do we 
know about the histological basis of our knowledge, our reason- 
ing, the real nature of the reactions of our ganglion cells, the 
function of the synopses (electrical or chemical or both) and 
of the part plaved therein by the glial elements. . . . Indeed, 
we must confess that our knowledge of the mental processes, the 
function of the brain, the sympathetic ganglia and their relation 
to the menal phenomenon, the entire nervous gystem, is still 
nearly as limited as it was twenty years ago. 


Fundamentals of Immunology. By William C. Boyd, Professor 
of Immunochemistry, Boston University, School of Medicine, 
Boston. Third edition. Cloth. $10. Pp. 776, with illustrations. 
Interscience Publishers, Inc., 250 Fifth Ave., New York 1; 88-90 
Chancery Lane, London W.C.2, England, 1956. 


The third edition of this textbook appears nine years 
after the previous revision. The book has been greatly 
expanded, and four chapters have been added. In the 
new edition there is much more emphasis on hyper- 
sensitivity reactions and on the clinical aspects of im- 
munology. Thus, it would appear that there is suffi- 
cient change between the second and third editions 
to warrant acquiring the latter. The book is up-to-date 
and remarkably free from typographical errors. The 
word “pruritus,” however, is consistently misspelled. 

The textbook is especially good from the immuno- 
chemical point of view. It provides reasonably detailed 
information for the nonimmunologist who wishes to 
obtain knowledge in this field. It suffers from the same 
disadvantages as practically all textbooks in immunol- 
ogy, namely, that the subject is not presented as an 
integrated, connected whole. A beginner reading any 
existing textbook in immunology is likely to emerge 
with the feeling that this science consists largely of 
unrelated, isolated observations, with little continuity 
between them. The treatment of the immunochemical 
and laboratory aspect of the subject is far more de- 
tailed and better stated than is the discussion of the 
clinical aspects of immunology, which are presented 
in a sketchy fashion. The book can be recommended 
to those who wish an up-to-date textbook dealing with 
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the theory and laboratory aspects of immunology. 
This book will only partially fulfill the wants of the 
reader who wishes information concerning the clinical 
aspects of immunology. 


La balistocardiographie (valeur pratique). Par Jean-F. Merlen 
et Jean Desruelles, professeur agrégé a la Faculté de médecine 
de Lille. Préface du professeur René Legrand. Cloth. 2200 
francs. Pp. 208, with 108 illustrations. L’Expansion scientifique 
francaise, 15 rue St.-Benoit, Paris 6e, France, 1956. 


To the monographs in this rapidly growing field 
(three in English and one each in Dutch, Spanish, and 
Italian), one in French is now added. It covers the 
entire subject from its history, physical basis, and 
instrumentation to its practical value. This account is 
documented by 223 references. The experience of the 
French School has been chiefly with the direct-body 
method of Dock (all the illustrations are of such rec- 
ords) and more recently with the ultra-low-frequency 
method of Burger. Of special interest are records 
taken on trained athletes before and after perform- 
ance, and on jet airplane pilots before and after flight. 
In the clinic there have been special studies of the 
effect of pulmonary collapse therapy. Interesting ob- 
servations have been made on extrasystoles, and the 
results secured are not always in accord with the usual 
conceptions. The vector ballistocardiograph is con- 
sidered briefly. For the most part the position taken 
by the French School accords well with that of the 
“Philadelphia School,” to use the authors’ words. The 
position taken on the clinical value of the records may 
be summarized as follows: 1. A normal record implies 
normal cardiac activity and is of great value. 2. An 
abnormal record may not be due necessarily to coro- 
nary heart disease in subjects over 50 years of age, but 
it is a “signal of alarm.” 3, Records are valuable for 
elimination of the unfit, such as among athletes and 
jet airplane pilots. 4. Records are of value in following 
the evolution of rheumatic heart disease and cardiac 
infarction and in judging the effect of cardiac oper- 
ations. 


Modern Operative Surgery in Two Volumes. Volume LL. Ed- 
ited by the late G. Grey Turner, LL.D., D.Ch., M.S., and Lam- 
bert Charles Rogers, V.R.D., M.Sc., M.D., Professor of Surgery, 
University of Wales, Cardiff. Foreword by Sir Gordon Gordon- 
Taylor, K.B.E., C.B., M.A. Fourth edition. Cloth. $17.50. Pp. 
1231-2614, with 614 illustrations. Paul B. Hoeber, Inc. ( medical 
book department of Harper & Brothers), 49 E. 33rd St., New 
York 16, 1957. 

The axiom that life is short and art is long is espe- 
cially true in the ever-changing field of surgery, but 
the discrepancy has been reduced by the editors and 
contributing authors of this second half of “Modern 
Operative Surgery.” The volume contains authoritative 
accounts of current procedures in cranial surgery, plas- 
tic surgery, urology, gynecology, ophthalmology, and 
otorhinolaryngology. Other chapters deal with hernia, 
the sympathetic nervous system, the neck, the upper 
and lower limits of the alimentary tract, and radio- 
therapy. The elements of this book have been skillfully 
welded into a well-balanced and well-written whole. 
The presentation avoids the dual hazards of personal- 
ized dogmatism and the surgical recipe-book style, 
yet it provides a comprehensive survey of current 


‘ 


Vol. 163, No. 15 


British surgical practice. The omission of some of the 
advances in therapy of the past year or two is justified 
by the adequacy of contemporary publications on these 
subjects. 


Practical Pediatric Dermatology. By Morris Leider, M.D., As- 
sociate Professor of Dermatology and Syphiology, New York. 
University Post-Graduate Medical School, New York. Cloth. 
$10.50. Pp. 433, with 293 illustrations. C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1956. 


This is not a treatise on the pediatric aspects of 
dermatology but rather a practical exposition of der- 
matological problems in the young. In accord with 
this concept, the author considers the basic aspects of 
dermatology with particular reference to the skin of 
the infant and child, a miscellany of minor or uncom- 
mon dermatoses of infants and children, and a formal 
classification of dermatological disorders. A valuable 
feature of the book is the section on therapy. The 
principles of treatment are outlined, and suggestions 
are given as to the art of dressing inflamed skin. In 
pages of a contrasting color, a practical formulary is 
annotated. 

Specific dermatoses are described as to pathogenesis, 
clinical findings, histopathology, and treatment. The 
illustrations are pertinent and pointed and the charts 
are Clear distillations of practical data. A special glos- 
sary is included for the dermatohistopathological inter- 
pretations, and another glossary for some common 
technical and lay words of dermatological importance. 
A lengthy bibliography was intentionally omitted, Lut 
general references are cited. The author's language 
and tenor have zest and appeal. Thi. book fills a need 


for information for the general practitioner, pediatri- 
cian, and dermatologist alike. With authority and 
clarity, the author has produced a useful, concise com- 
position on dermatological problems in the young. 


Marriage Consulting: An Introduction to Marriage Counsel- 
ing. By Rex A. Skidmore, Ph.D., Dean, Graduate School of 
Social Work, University of Utah, Salt Lake City, Hulda Van 
Steeter Garrett, M.D., Associate Protessor of Home Economics 
and Marriage Counselor, University of Utah, and C. Jay Skid- 
more, Ed.D., Assistant Professor of Sociology and Marriage 
Counselor, Utah State Agricultural College, Logan, Harper's 
Social Science Series, under editorship of F. Stuart Chapin. 
Cloth. $5. Pp. 420. Harper & Brothers, 49 E. 33rd St., New York 
16, 1956. 


Explaining that “consulting” is a general term en- 
compassing nonprofessional as well as professional 
counseling in courtship and in family situations, the 
authors devote a generous portion of part 2 in the 
book to such advisors as friends and relatives, the 
lawyer, the educator, the clergyman, and the physi- 
cian. The rest of the five-part volume deals with the 
theory and practice of marriage counseling, with ap- 
propriate emphasis on practice. In fact, part 4 contains 
illustrative case histories, in some of which nonpro- 
fessional consultations are described. Every physician 
should benefit from reading the practical material 
contained in a special chapter for the profession in 
part 2. Here are presented basic guides and nine 
possible phases of premarital preparation, as well as 
two case reports demonstrating how important medi- 
cal counseling can be in solving marital difficulties. 
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The philosophy and functions of marriage counseling 
as a profession are well defined, and bright prospects 
for its future are outlined in the final section of the 
volume. In addition to a general index, there are five 
appendixes, including lists of pamphlet sources, se- 
lected readings, a directory of organizations provid- 
ing information about marriage counseling services, 
and sources of films on family life and marriage coun- 
seling., 


Problems of Aging. Edited by Robert L. Craig, M.D. Sympo- 
sium presented at Twenty-Eighth Annual Graduate Fortnight of 
New York Academy of Medicine, October 10th to 21st, 1955. 
Paper. $3.50. Pp, 221, with illustrations. Distributed by George 
Eliot Medical and Scientific Books, 1302 Second Ave., New 
York 21, 1956. 


This volume consists of an opening address and 19 
lectures contributed to a program on problems of old 
age by various authorities. The plan was to present a 
cross section of modern research activities in this field. 
There has had to be some repetition of familiar mate- 
rial, but this up-to-date survey of the field is valuable 
because it brings together facts published elsewhere in 
less compact and less accessible form. The earlier 
chapters struggle with questions of definition and bio- 
logical concepts and are necessarily vague. The later 
chapters deal quite concretely with the management 
of injuries, surgical emergencies, general surgery and 
anesthesia, nervous and mental disease, and chronic 
disability in old age. They contain many _ practical 
suggestions for the physician. The accumulating evi- 
dence, given in the chapter on experimental prolonga- 
tion of the life span, that underfeeding sufficient to 
retard growth also retards aging, and the extraordinary 
cases, described in the chapter on rehabilitation, of 
people unnecessarily hospitalized for 10 years or more 
in public institutions are among those topics that make 
especially interesting reading. The book lacks an 
index, but good bibliographies are appended to some 
of the chapters. It is a significant contribution on a 
problem that is becoming more urgent each day. 


Endocrinologia. Por el Dr. Rodolfo Q. Pasqualini. Fourth edi- 
tion. Cloth. Pp. 834, with illustrations. Libreria “E] Ateneo” 
editorial, Florida 340, Buenos Aires, Argentina, 1956, 


The appearance of this fourth edition of a book that 
made its first appearance less than six years ago is 
ample evidence of its popularity among Spanish read- 
ers. In general, the book compares favorably with 
the clinical endocrinological textbooks available in 
English, German, French, and Italian, but the ar- 
rangement of the material is somewhat unorthodox, 
in that anatomic consideration of all the glands is 
followed by a discussion of their hormones, and this 
in turn is followed by a discussion of specific endo- 
crinopathies. Such an arrangement detracts from the 
orderly correlation of the subject matter. The author 
writes in a clear and succinct manner, and the materi- 
al presented is sound and in accord with modern con- 
cepts in this field. The typography is good and the 
illustrations well chosen. The book can be recom- 
mended to the Spanish-reading physician who desires 
a reference book with adequate and sound coverage 
of this subject. 
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AN“STHESIA IN EMERGENCIES 


To tHe Eprror:—Emergency appendectomies aboard 
small Navy ships, e. g., destroyers, are not un- 
common. Unfortunately, these have to be performed 
under the maximum of hardships—rolling seas, 
tables that are not level, and untrained help (the 
one medical corpsman aboard may never have seen 
an operation). Because of all these factors the sur- 
gery may become prolonged to a matter of hours. 
Under these circumstances, what anesthetics are to 
be recommended? Physicians under such circum- 
stances have used a variety, such as ether (adminis- 
tered by an untrained hand), spinal anesthetics, and 
Pentothal sodium plus procaine (Novocain). If a 
spinal anesthetic is to be used, which one should 
be used, and how much? Please provide detailed 


answers. M.D., California. 


Answer.—Since no technical help is available for 
administration of the anesthetic, the surgeon or who- 
ever is going to do the surgery may also have to be the 
anesthetist. From a standpoint of safety, the best meth- 
od under these conditions is to induce local anesthesia 
with procaine (1 to 2%), Xylocaine (1%), or Ponto- 
caine (0.15%). The technique is to infiltrate the line 
of incision with the local anesthetic. Infiltration is 
continued all the way down to the peritoneum. There 
is no question that some pain will be suffered by the 
patient on manipulation of intestine, especially re- 
ferred to the epigastric area. However, this epigastric 
pain may be mitigated by the administration of Dem- 
erol intravenously in increments of 25 to 50 mg. up to 
a total dosage of 150 to 200 mg. The value of Demerol 
lies in its relatively shorter duration of action and in 
the availability of antagonists to its depressant actions, 
namely, Nalline or Lorfan. It is advisable to have 
equipment for administering artificial respiration 
should a drug reaction develop. It is also advisable 
to have Pentothal sodium (1 to 2.5%) available for 
intravenous administration in case convulsions develop 
with the drug reaction. 

If anyone is available to give a spinal anesthetic, 
the drug of choice is Pontocaine, and the dose is 12 
to 15 mg. Pontocaine for spinal anesthesia comes in 
ampuls either as a 1% solution (20 mg. in 2 cc.) or 
as crystals (20-mg. ampul). It should be made hyper- 
baric by adding 1 cc. of 10% dextrose solution or, if 
the Pontocaine crystal is employed, by utilizing 10% 
dextrose solution to dissolve the Pontocaine crystals, 
with 20 mg. in 2 ce. of 10% dextrose solution. The 
patient should be made to lie on his right side with 
his lower extremities flexed on his knee and thigh 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer's name 
and address, but these will be omitted on request. 


joints and his head bent forward. Lumbar puncture is 
done at any of the interspinal spaces between L-5 
and L-2. L-2 to L-3 or L-3 and L-4 are probably the 
most accessible and provide the widest spaces to get 
into with a needle. The back is painted with an anti- 
septic solution and properly draped with sterile hand- 
towels. A skin wheal is raised with a fine hypodermic 
needle over the selected site of puncture with any 
local anesthetic solution, such as 1% procaine solution. 
Some groups like to employ a local anesthetic con- 
taining a vasopressor, e. g., ephedrine or Vasoxyl, for 
this purpose. The vasopressor may prevent hypo- 
tension. The skin wheal serves to mark and anesthetize 
the exact site of puncture. A longer needle is next 
emploved to infiltrate the path of puncture with the 
local anesthetic. This also serves as an exploring nee- 
dle. The spinal needle is then inserted with the bevel 
up so as to split the dura fibers instead of cutting 
them. As soon as the needle point is felt to be in the 
intrathecal area, the bevel is directed cephalad. The 
stilet is withdrawn. Spinal fluid should flow freely at 
this point. The syringe containing the spinal anesthetic 
solution is attached to the hub of the spinal needle. 
Free flow of spinal fluid should be checked for by 
pulling on the syringe plunger. The total volume of 
the anesthetic solution is then made up to 3 to 3.5 ce. 
with the spinal fluid withdrawn. Injection of the solu- 
tion is performed slowly, with about 20 to 30 seconds 
taken for the procedure. The needle is then removed 
after a short pause, and the patient is turned on his 
back. While the spinal anesthetic is being given, a 
pillow should be placed under the head of the patient 
and the table made level to prevent undue gravitation 
of the hyperbaric spinal solution toward the cervical 
area, thus causing total spinal anesthetization. Such 
may be facilitated by placing the patient in slight 
Trendelenburg position. Care should be taken to keep 
the head elevated and to keep track of the level of 
anesthesia, which should be carried up to the xyphoid 
process (T-6 or 7). The level of anesthesia may be 
checked by testing for pain on the anterior abdominal 
wall with a safety pin or a needle. Someone should be 
available to check the blood pressure in case hypo- 
tension develops, and, should this complication de- 
velop, a mild vasopressor such as Vasoxyl or Desoxye- 
phedrine (5 to 10 mg.) may be given intravenously. 
Should the pressure not be maintained by these milder 
vasopressors, an intravenous drip of Neo-synephrine, 
with 10 to 20 mg. in 500 cc. of 5% dextrose in the 
water, should be given to maintain the blood pressure, 
plus oxygen by mask. 

Nausea and vomiting may develop occasionally. 
Such may be remedied by instructing the patient to 
take deep breaths, administering oxygen by mask, or 
giving 50 to 100 mg. of Dramamine or Marezine in 
the intravenous drip bottle. Some of the milder pheno- 
thiazine derivatives, such as Phenergan, 5 to 25 mg., 
or Pacatal or Compazine, may also be helpful. 
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CRANIAL INVOLVEMENT FOLLOWING 
NASAL INFECTION 


To tHe Eprror:—A 56-year-old man with diabetes had 
a nasal infection with septal abscess and then de- 
veloped evidence of sinus involvement and an in- 
fected cavernous sinus thrombosis, with retrograde 
thrombophlebitis, resulting in complete loss of 
vision of the right eye. This was thought to be due 
to extension from the nose via the ophthalmic veins. 
There followed progressive cranial nerve palsies 
involving the 2nd through 6th, part of the 7th, the 
9th, possibly the 10th, and the 12th nerves on the 
right, and later a lower motor neuron facial paral- 
ysis developed. X-ray studies of the skull were 
normal at first but later showed progressive osteo- 
myelitis involving the base of the skull behind the 
orbit. Although he still receives massive doses of 
antibiotics for maintenance, he runs a low-grade 
fever and there is still evidence of active infection, 
as shown by a white blood cell count-of 16,000 per 
cubic millimeter and a sedimentation rate of 38. 
Examination of the spinal fluid is negative. Clin- 
ically, the patient still has loss of vision of the right 
eye but motion in the eye is improved; tongue 
movements and swallowing are somewhat  im- 
proved, but tube feeding is continued. His speech 
is now intelligible and almost normal. These im- 
provements may be due to diminution in edema and 
pressure on the nerve structures. Please provide 
suggestions as to the further treatment of this pa- 
tient. Is any type of surgery indicated at this time, 
or is a continued medical regimen with antibiotics 
indicated and, if so, which antibiotics should be 
given? 

Benjamin Trachtman, M.D., Brooklyn, N. Y. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANnsweR.—There is no doubt that this patient is 
diabetic and that he has had intermittent infections 
of his maxillary, ethmoid, and sphenoid sinuses. 
Nevertheless, the blindness of the right eye preceded 
the slight proptosis and there never was chemosis of 
the conjunctiva. These facts speak against cavernous 
sinus thrombosis. The normal spinal fluid examina- 
tions, without specific therapy, are evidence against 
tuberculous meningitis. 

However, the progressive involvement of most cra- 
nial nerves on the right (and the vocal cord on the left), 
the progressive destruction of the base of the skull 
(roof of right orbit and later basisphenoid), and the 
soft tissue mass on the right of the sphenoid sinus 
all strongly suggest a carcinoma of the nasopharynx 
that has invaded the skull. A nasopharyngeal examina- 
tion, with biopsy of any areas suggestive of malig- 
nancy, is recommended. If the results of biopsy are 
negative, any enlarged cervical lymph glands or the 
mass on the right of the sphenoid sinus can be biop- 
sied for malignancy. Antibiotics should be used as 
indicated by further clinical and bacterial progress. 


ANsweER.—In view of this man’s long illness and 
his involved complications, surgery certainly should 
be considered at this time. A radical antrum and 
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ethmoid operation on the right side, with the patient 
under general anesthesia, would be indicated. Also, an 
eye surgeon and a neurosurgeon should be on hand. 
If the orbital plate on the right side is already gone 
and the eye is definitely blind, it may be necessary to 
exenterate the orbit, remove necrotic bone, and secure 
adequate drainage for the osteomyelitic process at the 
base of the skull. Certainly, administration of all anti- 
biotics is to be continued, with large doses of penicil- 
lin, 2 million units per day, an adequate dose of ery- 
thromycin, and insulin for the diabetes. Several small 
blood transfusions should be given before operation. 
Of course, the use of anticoagulants should be dis- 
continued for several days before surgery, and it 
should be ascertained that the patient has adequate 
prothrombin levels in the meantime. It may also be 
necessary to do a radical antral surgery on the left 
side. This man probably should not have had intra- 
nasal sinus surgery at all; it is quite often inadequate 
for sufficient drainage. The following references might 
be helpful: Lederer: “Diseases of Ear, Nose and 
Throat” (Philadelphia, F. A. Davis Company, 1952, 
page 606); Nicholson and Anderson (J. A. M. A. 126: 
12-15 [Sept. 2] 1944). 


SLOW GROWTH IN A CHILD 


To tHe Eprror:—What can be done for a boy of 12 
years and 10 months of age whose growth in height 
has been slower than the physical progress of his 
classmates? This condition. is beginning to affect 
him emotionally. He is physically normal in all re- 
spects, and mentally he rates high in his class. When 
he was 18 months old his right testis was removed 
because of a hemangioma. The left one is normal in 
size. Radiographic examination of his wrists and 
ankles is normal. Genitals are normal in size for his 
age, and pubic hair is just beginning to show. His 
birth weight was 7% lb. and his length was 20 in. 
At 2 years his height was 34 in. According to an 
article published in a local medical journal, this 
boy’s height at maturity is exnected to be twice his 
length at 2 years of age, or 68% in. His growth rec- 
ord for the past nine years is as follows: 


Age, Yr. Height, In. Weight, Lb. 
12% 57% 80 
12 
1] 4 70 
10! 53%, 
4 51 61% 
8 DAN 
7 4714 51% 
6 115g 43% 
42% 38% 


Please indicate what steps should be taken to accel- 
erate his rate. of growth. Also discuss available 
growth hormones, chorionic gonadotropin, testos- 
terone, vitamin B ,,, thyroid, and other measures 
that may be helpful to stimulate physical growth. 


M.D., New York. 


Answer.—Although this boy's weight and length 
were once within the accepted standards of average, 
his growth in height since then has been below the 
average. From the figures given, he was between the 
25 to 50 percentile until he was 5 years of age, be- 
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tween the 10 and 25 percentile until he was 11 years 
of age, and is now in the 3 to 10 percentile group. 
This puts him on the short side. Doubling a child’s 
height at 2 vears of age to arrive at the maturity height 
is only a rough rule, subject to wide variations. All 
the other data given, such as bone age and beginning 
puberty, would lead one to suppose that he is other- 
wise normal. The fact of normally developing puberty 
would indicate that the remaining testis is function- 
ing adequately. 

The results of attempts to produce increment in 
height from available growth hormones and the other 
medicaments mentioned have been disappointing ex- 
cept in individuals with demonstrable hormonal defi- 
ciencies. With gonadotropin, testosterone, and thyroid, 
one must consider their effect on early closure of the 
epiphysis. Thyroid extract will often produce a growth 
stimulation for a short period of time, but if it is used 
in a patient just starting puberty, frequent examination 
of the epiphysis is necessary. Nothing is said of this 
boy’s collateral family history. So frequently in such 
cases instances of short stature are found on the moth- 
er’s or father’s side. If so, there is a genetic reason for 
the short stature in an offspring. 


FATAL REACTION FOLLOWING TRIPLE 

IMMUNIZATION 

To tHe Eprror:—A baby girl weighed 8 lb. (3,630 
Gm.) at birth and appeared normal. When she was 
2 weeks old, she had “a very bad cold.”.When she 
was 3! months old, she was taken to a doctor be- 
cause she again had “a cold,” but apparently no 
temperature elevation was present. The next day 
the mother noticed that the child had a high tem- 
perature and seemed listless. She was again seen by 
a physician and given baby aspirin. That night the 
baby seemed to have “some phlegm in her throat,” 
and she had “two loose green stools.” She was 
brought to the hospital. The mother said that the 
child seemed to stare and not move, and she 
did not notice respiratory movements. The child 
was dead on arrival in the emergency room, She had 
received triple immunization with diphtheria and 
tetanus toxoids and pertussis vaccine combined less 
than 18 hours prior to death. Postmortem examina- 
tion showed congestion and edema of the brain. 
The mesenteric lymph nodes were moderately en- 
larged. The adrenals were hemorrhagic. Cultures 
were negative. Microscopic examination revealed 
numerous pathological changes in the brain, heart, 
lungs, adrenals, liver, pancreas, and spleen, in rela- 
tion to vascular injury, possibly due to anaphylactic 
reaction to the triple antigen. Please comment. 


]. Gilbert Eblen, M. D., Knoxville, Tenn. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—It is possible that overwhelming acute 
infection (in spite of the fact that the “cultures were 
negative”), an allergic reaction to tetanus or diph- 
theria toxoid, or encephalitis from the pertussis 
vaccine contained in the triple vaccine may have 
caused the death of this baby, The last is the most 
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likely. This can develop within a very short time 
(hours) after administration of the vaccine, It is not 
ordinarily fatal but may be. It is fortunately uncom- 
mon. 


Answer.—Reactions following injections of these 
three antigens are rare, considering the large number 
of injections given. Those of the anaphylactic type 
usually follow sensitization from a previous injection 
given after an interval of several weeks or longer. 
Clinical experience has shown them to be more likely 
after the third injection of the antigens or after a 
booster dose. Such reactions may be severe and, on 
rare occasions, fatal, While any one of the three anti- 
gens may be responsible for the reaction, it is more 
likely to be the result of sensitization to either the 
tetanus or the pertussis antigens, since similar ana- 
phylactic reactions have followed the reinjection of 
either tetanus or pertussis antigens given separately. 
Reactions following the initial or primary injection of 
the three antigens are far less common. In the absence 
of previous sensitizing injections, they are regarded 
as reactions of toxicity and are designated anaphylac- 
toid, resembling those that might follow administra- 
tion of large doses of histamine. Since the baby 
reported in this instance was 3% months old and since 
there is no statement about a previous injection, it 
must be assumed that, if the death was the result of a 
reaction to the three antigens, it followed an initial 
or primary injection and was not, therefore, an ana- 
phylactic type of reaction resulting from sensitization 
induced by a_ previous injection. The finding at 
autopsy of adrenal hemorrhage and evidence of vas- 
cular injury in the various organs supports the view 
that death probably was the result of an anaphylac- 
toid reaction to the injection of the three antigens. 
It is not clear from the history furnished by the phy- 
sician whether the infant had a “cold” at the time 
the injection was given, but, even if this were true, 
it is doubtful that this predisposed the child to a 
reaction. Byers and Moll (Pediatrics 1:437, 1948) re- 
ported 15 cases of reactions to pertussis antigen. 
Most of these patients had convulsions and evidence 
of encephalitis as part of their reaction, but in only 
one did the reaction follow the first injection. The 
patient herein reported had no convulsions and little 
evidence of cerebral irritation, except perhaps the 
stare noted by the mother just before death. This is 
hardly enough to warrant the conclusion that the 
reaction was cerebral. On the basis of the evidence 
furnished, it can be stated that death here was most 
likely due to an anaphylactoid reaction that followed 
a primary injection of the triple antigen. 


CHLORPROMAZINE WITH NARCOTICS 
To THE Eprror:—How much can chlorpromazine po- 
tentiate the analgesic effect of narcotics? Can a 
combined use of such drugs be recommended? 
Knut Naess, M.D., Oslo, Norway. 


ANSWER.—Sadove and associates (J. A. M.A. 155:626- 
628 [June 12] 1954), on the basis of experience with 
38 patients, states: “Our investigation was conducted 
to determine whether the potentiating action of 
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chlorpromazine in narcotics and sedatives is useful 
in managing patients with pain due to advanced 
malignant lesions and other severe pain. Our results 
indicate that chlorpromazine given with narcotics 
significantly reduces the patient's requirements for 
narcotics and provides equal or better analgesia than 
high doses of narcotics alone.” 


OBESITY AND CULTURAL PATTERNS 


To tHE Eprror:—Is all obesity considered patholog- 
ical? Is it not true that people living around the 
Mediterranean Sea have a greater tendency to be 
overweight as they grow older than those living 
around the Baltic Sea? Consequently, is the life 
span of those living in Nordic countries longer than 
that of their fatter southern neighbors? If the average 
life length is about even, what is considered to be 
the reason why the more obese Mediterraneans can 
manage to live as long as the lean Baltic people? 
Should we have different standards for obese pa- 
tients dependent on their national background? 


William M. Bush, M.D., New York. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—Obesity is pathological only if the amount 
of fat stored in the body is excessive for that body 
build. The relation of obesity to middle-aged peoples 
of any nationality is tenuous, because the racial com- 
position of nations is mixed. Further, constitutional 
make-up that is more closely associated with obesity 
cuts across racial lines. On a population basis, the rates 
of occurrence of obesity may be determined for any 
particular ethnic group. For example, the southern 
Italians are characterized by the tendency to corpu- 
lence in middle age. By way of contrast, some of the 
northern Europeans retain their slender build in later 
life. However, one cannot generalize that Baltic peo- 
ples are less corpulent than those living around the 
Mediterranean. To relate this to differences in life 
span is even more difficult, since this average life ex- 
pectancy depends upon what the major causes of 
mortality are and at what ages they take their toll. In 
general, life expectancy at birth is greater in northern 
Europe than in southern Europe, but this may be in- 
terpreted in terms of differences in sanitation, medical 
care, standard of living, and other factors. 

In regard to height and weight standards, it would 
be impossible to develop individual norms for national 
groups because of their racial diversity and mixture. 
However, it is conceivable that such standards might 
be developed for different constitutional types. Pre- 
liminary investigations of this nature have been under- 
taken by William H. Sheldon, M.D., College of Physi- 
cians and Surgeons, Columbia University, New York. 


Answer.—Obesity and overweight are not synony- 
mous. It is easily possible, by the standard tables of de- 
sirable weights according to height, sex, and body build, 
to be as much as 30 Ib. (13.6 kg.) overweight and not be 
obese because of greater muscular development. Sim- 
ilarly, a person may be of normal weight and be obese. 
Probably the most accurate method of determining 
overweight is by underwater weighings. This is 
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hardly practical. Clinically, the best method is by skin- 
fold thickness, with use of a constant pressure caliper. 
Measurements greater than 25 mm. over the tip of the 
scapulas, on the chest wall in the midaxillary line at 
the level of the lower rib, or on the back of the mid- 
arm are at or near the upper limits of normal sub- 
cutaneous fat. For a further discussion, see the recent 
svmposium, “Body Measurements and Human Nutri- 
tion” (edited by J. Brozek, Detroit, Wayne University 
Press, 1956). 

It would not be practical to have different standards 
for different patients depending on their national] back- 
ground. Italians or other Mediterranean patients may 
have a variety of body habitus, just as northern Euro- 
peans may. The best method is still clinical judgment 
as to whether a person is overweight, and when 
there is any doubt the skin-fold thickness should be 
determined. 


TOTAL VERSUS SUBTOTAL HYSTERECTOMY 


To rue Eprror:—Concerning the choice between total 
and subtotal hysterectomy, is there general agree- 
ment throughout the United States at the present 
time as to which procedure should be done? Is 
there any agreement on the incidence of cancer oc- 
curring in the stump of the cervix after subtotal 
hysterectomy? If so, how does this compare with 
the incidence of cancer in the cervix of women of 
the same age group who have not had a hysterec- 
tomy? Is the technical operative ability of the doc- 
tor who is in charge of the patient a proper criterion 
for the selection of one operation or the other? 

John East, M.D., Merced, Calif. 


ANnswer.—The question presumably refers to ab- 
dominal hysterectomy, because nearly all vaginal 
hysterectomies are total operations. Nearly all gyne- 
cologists now perform a total hysterectomy unless 
there is a valid contraindication, such as severe pelvic 
inflammatory disease, endometriosis, or a warning 
from the anesthetist that the patient's condition is not 
good and speed is imperative. 

It is generally stated that about 3% of cervical 
carcinomas occur in cervical stumps, but this does not 
mean that 3% of women who have had a subtotal 
hysterectomy will develop cancer. In about half the 
cases of cervical stump carcinoma the malignancy was 
found within a year of the operation, so that almost 
certainly the disease was present in these women at 
the time the subtotal operation was performed. Rou- 
tine Papanicolaou smears and cervical biopsies will, 
of course, reduce the frequency of such stump car- 
cinomas. Scheffey (J. A. M. A. 107:837-844 [Sept. 12] 
1936) followed up 554 women who had had subtotal 
hysterectomies 6 to 21 years previously and found 
carcinoma of the cervical stump in 0.9%. In these 
cases, presumably there was no cancer of the cervix 
at the time of operation. Henriksen (Arch. Surg. 
31:461-476 [Sept.] 1935) found that the incidence of 
cancer of the stump after 6,550 subtotal hysterecto- 
mies was only 0.45%. It is doubtful that cancer occurs 
more often in the cervical stump than in the cervix of 
women who have not had a hysterectomy. 
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A surgeon whose experience with pelvic surgery is 
limited either should learn the proper technique of 
total hysterectomy from apprenticeship under and 
instruction from an experienced gynecologist or should 
perform only the subtotal operation routinely. A sur- 
geon who is not completely familiar with all phases 
of pelvic surgery will encounter far more ureteral, 
bladder, and intestinal injuries in his total hysterec- 
tomies than in his subtotal operations. The danger of 
cancer of the cervix is far less than the increased 
morbidity and mortality of the total hysterectomies 
performed by such a surgeon. 


TREATMENT OF RADICULITIS 


To tHE Eprror:—A 50-year-old man with extensive 
cervical arthritis has had troublesome radiculitis 
on one side in the distribution of the seventh cervical 
nerve. The numbness and tingling in the involved 
area have been partially relieved by neck-stretching 
exercises, but relief is far from satisfactory. What 
further procedures might be helpful? Is there any 
surgical approach that would relieve this man’s 
paresthesia? 

James B. Gault, M.D., Creston, Lowa. 


This inquiry has been referred to three consultants, 
whose respective replies follow.—Ep. 


Answer.—It is right to use traction on the neck. 
Treatment with large doses of cyanocobalamin ( vita- 
min B,.) or perhaps with cortisone or corticotropin 
(ACTH) is nonspecific, as is the surgical approach. 
Provided the involved nerve root or roots can be pos- 
itively identified by the segmental pattern of a sen- 
sory deficit, a diminished jerk, or some other means, 
a decompressive procedure could be helpful. In pa- 
tients with this syndrome, especially with this degree 
of osteoarthritis, myelography seldom produces posi- 
tive indication for surgery. Continued conservative 
management is the method of choice. 


Answer.—Although surgical procedures can relieve 
pain from pressure on nerves in the intervertebral fora- 
mens, they can be followed by paresthesia. There- 
fore, they do not seem indicated for this patient. 
Often the paresthesia has some special meaning to the 
patient (such as the risk of recurrence of pain or 
threat of paralysis). In most instances, simple ex- 
planation that the paresthesia usually means only that 
there was formerly nerve pressure (occasionally intra- 
neural fibrosis) relieves the patient. If not, one might 
ask the patient to express his own concerns about the 
symptoms. Then appropriate reassurances can be 
given. In rare cases psychiatric consultation may be 
needed. 


Answer —Traction on the neck might be useful. Ap- 
proximately 85% of the people who have evidence of 
compression of one of the cervical spinal roots, be it 
due to either a herniated cervical intervertebral disk 
or a proliferating osteoarthritis of the cervical spine, 
are relieved by cervical traction and immobilization 
of the neck. Surgical attack upon a case of this kind 
should not be undertaken until the disease process 
has been specifically localized and unless there is rea- 
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sonable assurance that one can relieve the underlying 
condition. There must be definite information regard- 
ing a possible sensory deficit or any change in re- 
flexes. Myelography could provide valuable informa- 
tion. There is nothing in the inquiry that would lead 
one to believe that this problem is a psychiatric one, 
and it is not possible on the basis of the information 
available to decide whether conservative treatment, 
by which is meant cervical traction and immobiliza- 
tion of the neck, is the treatment of choice or whether 
surgical interference should be considered. 


SIDE-EFFECTS OF RESERPINE 

To THE Eprror:—Reserpine is said to be conducive to 
gastrointestinal hemorrhage. Is there some biologi- 
cal peculiarity of institutionalized psychiatric pa- 
tients that makes them resistant to this? Why is it 
safe to give larger doses of the drug to them than 
one would prescribe for an ambulatory hypertensive 
patient? Have routine casual stool specimens been 
examined for occult blood in a large group of 
reserpine-treated patients and compared with those 
of a large group of controls? Has the effect of reser- 
pine on total body water and extracellular water 
in relation to body weight been studied in normal 
subjects? M.D., New York. 


Answer.—Reactivation of ulcers and gastric hemor- 
rhage occurs as a complication of reserpine therapy 
in both psychiatric and ambulatory hypertensive pa- 
tients. Psychotics possess no biological peculiarity 
that renders them resistant to this complication, but 
not uncommonly ulcer activity varies inversely with 
the activity of the psychosis when both conditions 
occur in the same individual. The fact that larger 
doses of reserpine are used in psychotic than in hyper- 
tensive patients is a function not of the resistance to 
the drug or the safety factor but of the therapeutic 
indication for such doses. To date, it is believed that 
no one has been sufficiently occupied with the prob- 
lem to study stools of large numbers of reserpine- 
treated patients and controls for occult blood. Fluid 
retention is a common side-effect of treatment with 
reserpine, 


VIRUS PNEUMONIA 


To THE Eprror:—Why is virus pneumonia difficult to 
diagnose in its early stages? Why are roentgeno- 
grams of the chest of very little help in the early 
stages? How contagious is the disease? Are there 
any preventive measures to be used for close con- 


tacts? Joseph Rose, M.D., Washington, D. C. 


ANswer.—Since virus pneumonia is caused by any 
one of a number of different viruses, the clinical course 
differs from one case to another. Proof of the diagnosis 
lies in the finding of atypical pneumonic infiltrations 
in the roentgenogram, with positive cold agglutinins or 
Streptococcus MG agglutinins. Since none of these 
may show up for 7 to 14 days, however, and since in 
some cases agglutinins never do show up, early diag- 
nosis is impossible. A presumptive diagnosis is pos- 
sible fairly early because of severity of the upper 
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respiratory symptoms; these are a racking cough, a 
high and prolonged fever, marked prostration, a pulse 
rate that is slow for the degree of temperature, crepi- 
tant rales (usually minimal), and a normal white 
blood cell count. Mild cases may be missed until 
roentgenographic findings occur. There is little inflam- 
matory exudate early in the course of virus pneumonia, 
in contrast to pneumococcic pneumonia, so the roent- 
genograms fail to show any abnormal density. A slight 
change may be overlooked, although side-by-side 
comparison with a previous film helps. A lateral view 
may reveal an infiltration in the hilar area or behind 
the heart that was missed in a posteroanterior film. 
The better the technique, of course, the earlier the 
changes will be demonstrated. 

The degree of contagiousness varies. Epidemics 
have occurred. The same virus may cause pharyngitis 
in one person, bronchitis in another, and pneumonia 
in another. At times only one member of a large family 
is afflicted. Infection of volunteers with these viruses 
is accomplished readily at some times and poorly at 
others. The broad-spectrum antibiotics and gamma 
globulin have prophylactic value against some of the 
viruses but should be used only for special situations, 
as, for example, in a debilitated person with a definite 
exposure. Good isolation technique should be followed 
in the nursing care of these patients. There are no 
effective vaccines for this group of viruses. To be 
effective a vaccine would have to include a large 
number of different viruses, some of which have not 
yet been isolated. 


ANTIBIOTIC PROPHYLAXIS FOR NEPHROSIS 

AND ACUTE HEMORRHAGIC NEPHRITIS 

To THE Eprror:—What is the present opinion as to 
the type and duration of prophylactic antibiotic 
therapy after a diagnosis of nephrosis or acute 
hemorrhagic nephritis (acute glomerulonephritis) 
in a child? 


Marvin Garrell, M.D., Fairfield, Conn. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANswer.—Inasmuch as acute hemorrhagic nephritis 
is usually preceded by a beta-hemolytic Streptococcus 
infection and exacerbations during the healing stage 
may occur with fresh superimposed streptococcic in- 
fections, the ideal prophylactic drug is penicillin in 
some form. Its administration should be continued 
throughout the course until the sedimentation rate is 
normal. 

On the other hand, nephrosis, which is not caused 
by any known bacteria but whose course is often ag- 
gravated by intercurrent infections of any type, should 
be covered by broad-spectrum antibiotics. There is 
some difference of opinion whether administration of 
broad-spectrum antibiotics in prophylactic doses 
should be continued throughout the course or started 
in therapeutic doses at the onset of the slightest res- 
piratory infection. This consultant favors the former. 
Broad-spectrum antibiotics should always be used 
during the course of steroid therapy. 
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Answer.—There is no established policy as to the 
prophylactic use of antibiotics following the diagnosis 
of nephrosis or acute hemorrhagic nephritis. The eti- 
ology of nephrosis is still in doubt. Remissions and 
exacerbations may have some relation to infection. 
The present opinion would seem to be to treat any 
infection that may be present at the time of diagnosis 
and that may arise during the course of disease with 
any of the broad-spectrum antibiotics. Prophylactic 
antibiotic therapy does not seem to be indicated, but 
the patient should be protected from contact with 
individuals with upper respiratory infections. 

Acute hemorrhagic nephritis most likely follows 
certain streptococcic infections and is an antigin- 
antibody reaction (allergy). Unlike rheumatic fever, 
it is extremely rare to have a recurrence of the dis- 
ease. For this reason, only treatment of the original 
infection or intercurrent infections is necessary, with 
penicillin or the broad-spectrum antibiotics. 


BURNING IN THE NOSE 


To THE Eprror:—A male patient complains of burning 
in the right side of his nose. This occurs at various 
intervals, and the season of the year has no effect on 
this complaint. He has been seen and checked by a 
dermatologist and an internist, and the findings are 
negative. His health is excellent, and he works every 
day. Examination of the ears, nose, and throat re- 
veals a redness of the left nostril. The remainder of 
sinuses, throat, and ears is normal in all respects. 
He does not smoke or drink, and his blood pressure 
is within normal limits for his age. Please provide 
suggestions concerning further diagnosis and treat- 
ment of this nonserious but annoying condition. 


M.D., Ohio. 


Answer.—There is little in the history and findings 
as given above from which one can derive a meaning- 
ful diagnosis of an organic disorder and ideas as to 
therapy. The complaint is in all likelihood due to 
a neurosis. There is in the psychiatric literature some 
interesting material that might conceivably furnish a 
clue to the origin of this patient’s disorders and ullti- 
mately relieve them. It is for the patient to decide 
whether his distress is annoving enough to engage in 
what might be a time-consuming and expensive in- 
vestigation. Hollander ( Psychiat. Quart. 30:375, 1956) 


describes many similar cases in some detail. 


CATCHING COLD FROM SHOWERS 
AFTER EXERCISE 


To tHe Eprror:—Are there any recent credible statis- 
tics regarding incidence of “colds” being increased 
or decreased by taking of showers after moderate 
exercise? 

Clarence D. Pierce Jr., M.D., Batavia, N. Y. 


Answer.—Reports relating to this problem are con- 
tradictory in nature. One statement suggests the fol- 
lowing among other inferences: “Exposure to wetting, 
chills and drafts apparently does not predispose to 
infection with the cold virus” (Gleason: J. M. Soc. 
New Jersey 52: 619, 1955). Another author offers the 
following observation: “It may be that certain environ- 
mental factors such as chilling, heating, draughts, etc. 
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may lower the host’s resistance, thus permitting a 
latent virus to become active” (Flippin: Pennsylvania 
M. J. 58:29, 1955). Difficulties in establishing controls 
may account for the differing conclusions reported. 
Under proper environmental conditions, showering 
after exercise need not involve chilling. Assuming 
that there is proper drying and a reasonable waiting 
period before going out in cold weather, a person 
should be no more susceptible to colds after a shower 
than before. 


MUCORMYCOSIS 


To THE Eprror:—Is there an effective antifungal agent 
for the treatment of mucormycosis? Is nystatin (My- 
costatin) available in a parenteral preparation? 


Thomas M. Runge, M.D., Austin, Texas. 


Answer.—There is at present no effective antifungal 
agent for the treatment of mucormycosis, since there 
is no available chemical agent that has a specific effect 
on the fungus and can be tolerated by the patient. As 
a last resort, intravenous administration of nystatin or 
amphotericin B in suspension may be tried experi- 
mentally in fatal cases of mucormycosis where other 
measures, such as administration of iodides, desensi- 
tization with a vaccine, and the treatment of the usual 
complicating factor (diabetes), have failed. The case 
of a 14-year-old girl with nervous system involve- 
ment who recovered when treated by the three last- 
mentioned procedures was reported by Harris ( Pedi- 
atrics 16:857, 1955). 

Nystatin is not recommended for routine parenteral 
use because of its insolubility in water and its toxicity. 
However, a suspension may be given intravenously in 
fatal diseases when other standard remedies are of 
no help. 


ALLERGENIC EFFECT OF PENICILLIN 
To THE Eprror:—In Queries and Minor Notes in THe 
JournaL for Nov. 10, 1956, page 1102, I note with 
regret that two consultants advise the proper prep- 
aration of penicillin for skin testing. The procedure 
of skin testing with penicillin not only is dangerous 
(severe reactions have resulted) but is also unreli- 
able, as a false sense of security results with “nega- 
tive” skin tests and individuals who are not clinically 
sensitive to penicillin are denied its benefits because 
of “positive” tests. | therefore believe that skin test- 
ing as a means of determining sensitivity to penicillin 
should be discouraged. Ellis April, M.D. 
1530 16th St. N. W. 
Washington 6, D. C. 


The above comment was referred to the two con- 
sultants who answered the original query, and their 
replies follow.—Eb. 


To tHe Eprror:—There are two major types of al- 
lergic reactions from the therapeutic use of penicil- 
lin. The delayed serum sickness type, occurring sev- 
eral days after therapy, consists of urticaria, angio- 
neurotic edema, arthralgia, and joint pains. In these 
cases, the skin test is of questionable value; when 
serum sickness does occur, it is of the delayed type 
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and does not occur prior to the penicillin administra- 
tion. The immediate or anaphylactic type of reac- 
tion occurs within minutes or an hour or two after 
the penicillin is administered. Depending on its 
severity, it may range from local swelling, urticaria, 
asthma, and rhinitis to anaphylactic shock and ana- 
phylactic death. Such patients give an immediate 
whealing reaction to penicillin on scratch test or 
intradermally. In every instance in a series of about 
20 patients who have had immediate clinical reac- 
tions of the type described, a positive immediate 
type of skin test was obtained. This does not mean 
that it is impossible to have an anaphylactic reaction 
without a positive skin test, but it certainly is not 
common. 

With regard to the hazards of doing the skin test 
with penicillin, it is no different than with other 
potent antigens. The scratch test with dilute solu- 
tions (about 5,000 units per cubic centimeter) is 
done first, and then stronger solutions are used if 
the reactions to weaker ones are negative. If the 
scratch test is negative, the intradermal injection of 
0.01 cc. of a solution of 100 units per cubic centi- 
meter (total of 1 unit) is permissible. If that is neg- 
ative, an intradermal test may be made with a solu- 
tion of 1,000 units per 1 cc. 

There are several hundred people now dead who 
would still be alive if proper tests with penicillin 
had been performed on them before their last 
therapeutic dose was administered. 


To tHE Eprror:—Skin tests are not carried out rou- 
tinely in patients who are to receive penicillin. When 
skin tests are done, 0.02 ml. of freshly made dilu- 
tions containing 1,000 units per milliliter of aqueous 
penicillin is injected. If this is negative the test is 
repeated with a concentration of 10,000 units per 
milliliter. Penicillin is withheld from or given cau- 
tiously to any patient who reacts by skin tests to 
either concentration with a wheal exceeding 0.5 cm. 
in diameter and a surrounding erythema exceeding 
2 cm. in diameter. The presence of itching or 
pseudopods is considered a special indication for 
caution, 

The history is extremely important. The occur- 
rence of allergic reactions to penicillin in the past 
should always raise a serious question as to whether 
penicillin should be given again, even in the absence 
of a skin reaction. At this time, one cannot assume, 
therefore, that failure to react by skin test is re- 
liable evidence that an acute allergic reaction to 
penicillin will not occur. In fact, one clear-cut in- 
stance has been reported of an acute and serious 
reaction to penicillin when there was no reaction of 
the “immediate” type by skin test (Boger and 
others: J. Allergy 24:396-398, 1953). This patient did, 
however, have a delayed or tuberculin type reaction 
to skin test. Over a period of several months this 
became of the immediate type and then, after two 
years without exposure to penicillin, reverted again 
to the delayed type. 

In conclusion, then, a negative reaction to penicillin 
by skin test is not evidence one way or the other. A 
positive reaction is an indication for special caution. 
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